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The question forming the subject of this discussion comes 
at an opportune moment, although it can admit of a 
negative answer only, as finality in progress is unthink- 
able. At the same time we have no grounds for com- 
placency. For twenty years or more ante-natal care 
has been vaunted as the sovereign remedy for the static 
maternal death rate, which, however, obstinately refuses 
to respond to treatment. Hence, I take it, our object 
is to review our ante-natal work and to see where its 
weaknesses lie, and the task I have set myself is to re- 
state its aims, the attitude of mind in which it should 
be approached, and the principles underlying its practice. 
Clinical details I leave to my obstetrical colleague. 


Midwifery a Branch of Preventive Medicine 


The ante-natal clinic deserves much of the credit for 
the impulse leading up to a general recognition of ‘‘ mid- 
wifery as a branch of preventive medicine,’’ a slogan that 
had a wide vogue for a time, although it is clear that 
all it implied was not understood and certainly not acted 
upon. My interpretation of preventive medicine trans- 
lated into clinical practice is that the promotion of health 
and normal working in all systems of the body becomes 
the primary objective. In midwifery, where the repro- 
ductive function in women is our charge, our first and 
chief duty is to learn what can be done by constructive 
physiology—that is, the adoption of measures tending to 
promote normal function throughout the processes of 
reproduction. After this comes the “‘ preventive ’’ part, 
strictly speaking, the removal or correction of possible 
causes of interference with physiological action. Lastly 
comes the watch for early evidence of disordered function 
and the effort to restore the normal before more serious 
or permanent trouble arises—for example, the testing of 
urine to discover albuminuria and the conditions under- 
lying it. 

Thus in successive stages we pass from constructive 
physiology through prevention to what may be termed, 
by antithesis, ‘‘ destructive pathology.’’ My point is that 
the first and constructive stage has not been fully under- 
stood and accepted as the primary purpose of the super- 
vision of the expectant mother ; often the two later stages 
are alone considered. About a year ago I noticed a letter 
in the Lancet! in which this aspect was put so clearly that 
I venture to quote the words most appropriate to ante- 
natal clinics, for the letter was not prompted by them, 
but by a proposal for the periodic examination of women 
to discover the early stages of uterine cancer before 
symptoms arose. The writer of the letter, in setting out 
his objections to that suggestion, said: 


“Our own generation, however, seems to have more fear of 
disease than love of health ; we ourselves are not free from 


* Read in opening a discussion at a joint meeting of the Sections 
of Obstetrics and Gynaecology and Public Health at the Annual 
Meeting of the British Medical Association, Bournemouth, 1934. 


the belief that it is our sole function to search out abnormal- 
ities, to declare them and to correct them if we can, and we 
are still far from the day when the reproach of having 
imagined a pathological condition will be esteemed as great 
or greater than the reproach of having overlooked one.’’ 


This quotation sums up the incorrect perspective in 
which much of our ante-natal work is viewed. The search 
for trouble is too much in the foreground, and constructive 
hygiene too far in the background. Hunting for signs oi 
the abnormal results in the most being made of minor 
deviations from the mean, and often without proper con- 
sideration being given to the reserve power of mother 
nature. Here will be a misfit that must be beyond the 
natural powers, or there a cardiac or other medical com- 
plication that must prove fatal unless Caesarean section 
is performed or abortion or premature labour induced. 
It is generally accepted** that intervention for hypo- 
thetical trouble has been grossly overdone, and a material! 
proportion must be ascribed to misunderstanding the 
purpose of, and to misdirected zeal in, the conduct of 
ante-natal supervision. 

More than lip-service is needed before midwifery is, in 
fact, ‘‘a branch of preventive medicine.’’ The whole 
practice of midwifery, and particularly ante-natal work, 
must live up to the principle that its primary aim is the 
attainment of normal function. Once this ideal permeates 
completely the ante-natal period it will leaven the whole. 


Study of the Individual 


The next point I will emphasize is the importance of 
full consideration being given to the individual woman, 
mind as well as body, her circumstances, and her reactions 
to them. She is too frequently regarded as if she were a 
cow, and had no thought of what pregnancy, labour, and 
the rearing of her progeny involved. There is too much 
veterinary practice in obstetrics as well as in general 
medicine and surgery, and, in these days particularly, 
when there is much more talk in the vulgar tongue on 
problems of sex and reproduction, the reaction of the 
expectant mother to pregnancy and all it means to her 
is given too scant attention. In the textbooks there is 
a learned discussion of her biochemical reactions, normal 
and abnormal, but little or nothing of her mental 
responses. She may be distracted by an unwelcome 
pregnancy and desire its interruption, or she may be 
overjoyed that a long-hoped-for pregnancy has come but 
obsessed with fears of its premature ending or of disaster 
to the foetus. Or again, she may be full of dread of 
what is before her, or terrified by stories of what she 
has heard from others ; or she may, like the cow, have 
given no thought and worried not at all as to what is 
in front of her. But all women should not be treated 


alike, as if they were cows and without imagination. 
_ Our ante-natal supervision has not as yet enabled us 
' to predict a natural delivery for a healthy well-formed 
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woman with a normal presentation and position. She 
may take a day or more, and in the end be delivered 
artificially. This result may be accepted as next door to 
a natural delivery, but surely we should not be satisfied 
with second best, but should seek some means of im- 
proving the final expulsive efforts whereby the frequent 
resort to artificial methods may be avoided. This prob- 
Jem has scarcely entered into the philosophy of ante-natal 
care, although it is now generally agreed that the largest 
factor in the failure to complete expulsion is the 
emotional effects of anxiety and fear and the early fatigue 
that follows in their train. More attention is now being 
paid to this aspect of ante-natal work, but by general 
practitioners rather than by professed obstetric specialists, 
and several books! * and papers have recently appeared 
stressing the importance of the psychic factor during 
pregnancy and labour. 

In the individualization of the pregnant woman must be 
included also the social and educational work that forms 
an essential portion of the ante-natal care in all classes of 
the community, and calls for modification to suit the 
character and special circumstances of each patient. It is 
well done in the public ante-natal clinics, and in those 
hospitals with a social service department, in both of 
which there are officers specially detailed for the duty 
of home visiting and inquiry ; but it is liable to be over- 
looked in private practice® and in smaller institutions. 


Thoroughness and Continued Observation 

The next point to be emphasized is that the supervision 
of the pregnant woman must be thorough and continued. 
The fault does not seem to me to lie so much in the 
medical and obstetrical examination as in the less obvious 
aspects already referred to, and in the failure to resort 
to continued observation in hospital or nursing home of 
cases showing slight or early signs of departure from the 
normal. The gravity and meaning of slight losses of blood 
during pregnancy, of vomiting that does not yield to 
simple remedies, of minor degrees of albuminuria or rise 
of blood pressure, and of many general diseases complica- 
ting pregnancy cannot be accurately estimated unless the 
woman is under medical observation and watched by com- 
petent nurses. Occasional visits to a clinic or medical 
attendant do not afford a satisfactory basis for a prognosis 
or judgement on the effect of treatment. But either from 
lack of facilities or failure to recognize the need for closer 
observation many disorders in an early stage are allowed 
to become serious before correct treatment is begun. 


Unity in Purpose and Method 


Reference to those sadly overworked words ‘‘ co-ordina- 
tion ’’ and “ co-operation ’’ cannot be avoided, because 
ante-natal care calls for varied forms of service from 
various types of worker and for close contact between 
all of them, and unity in purpose and method are largely 
contributory to its effectiveness. Ante-natal supervision 
is so integrated with the rest of midwifery practice that 
it cannot be separated off without the efficiency of both 
the part and the whole suffering greatly. Its segregation 
in the public ante-natal clinics has been open to obvious 
criticism on this score, though the policy was more or less 
forced on the local health authorities by the Act of 1918. 
The result has been that the country has never received 
a proper return for the money expended on these clinics, 
a fact which seems to have struck the officials in White- 
hall, judging by their memoranda advocating a co-opera- 
tion so effective as to overcome all drawbacks to an ante- 
natal supervision exercised by those who have no concern 
with the mother during labour and lying-in. 

In spite of team work and a certain degree of uniformity 
in practice, our large maternity hospitals are not free from 
this failing: there is one member of the staff for the pre- 
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natal, another for the intra-natal, possibly a third for the 
post-natal care of the mother, and certainly another for 
the mother and infant in the infant welfare clinic. Reports 
between these different members of the staff cannot wholly 
compensate for the personal touch, and the influence that 
goes with it, when the woman is throughout under the 
same charge. The effort should be made to maintain 
responsibility for each patient in the same hands at least 


from pregnancy until mother and infant are passed to the 


infant clinic. 

For these reasons the family practitioner is the ideal 
supervisor of the mother and her infant throughout repro- 
duction, but, if he is to fulfil his part adequately, he must 
have assistance from a midwife, working under his direc- 
tion to undertake the observational, educational, and 
mothercraft services given by health visitors, social 
workers, and other officers in hospitals and public clinics, 
The British Medical Association scheme to delegate this 
part of the work for insured patients to the public clinics 
does not appeal to me because of the division of responsi- 
bility and the loss of personal influence thereby entailed, 

In conclusion, I trust the emphasis I have laid on. the 
attainment of the physiological as our primary aim will 
not be taken as lessening the need for observing signs of 
departure from the normal. I have tried only to correct 
the perspective. 
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Dr. Fairbairn has referred to the influence of the emotions 
in pregnancy and childbirth, and we shall probably all 
agree that in our enthusiasm for the development of the 
preventive side of obstetrics we have occupied ourselves 
too exclusively with mechanistie conceptions of the 
physiology of labour and with mechanical measures for 
meeting the difficulties encountered. It is worthy of 
note, also, that the late Dr. Ballantyne, in his last address 
in 1923, in which he set out clearly the benefits that he 
expected would follow ante-natal care, put in the fore- 
front ‘‘ the removal of anxiety and dread from the 
minds of expectant, parturient, and puerperal patients, 
and the removal of much discomfort amounting in many 
cases to suffering.’’ 

It is a matter of some historical interest that Ballan- 
tyne was originally led to advocate ante-natal care, not 
for the sake of the mother at all, but in order that we 
might be enabled thereby to discover the causes of, and 
to prevent, monsters. This we can easily understand 
when we recall that his two volumes on Ante-natal 
Pathology had been published in 1904, and that all his 
work and interest up to that time had been concentrated 
upon foetal pathology. It was only much later that 
he came to see that other gains might follow, such as. 
reduction of the maternal death rate and of the number 


* Read in opening a discussion at a joint meeting of the 


Annual Meeting of the British Medical Association, 3ournemouth, 
1934. 


© 


| 
| 
| for 
bit 
| 
| bit 
| | ha 
i | 
| sh 
| is 
| ste 
| ha 
| 
| 
| de 
liv 
| 
las 
an 
Ts 
Ye 
fr 
re 
| er 
| 
w 
it 
al 
01 
th 
st 
fe 
I 
fi 
| | 
| 
| 
| | 
| 
( 
| 
of stillbirths and neo-natal deaths. x | 


Auc. 4, 1934] 


ARE WE SATISFIED WITH RESULTS OF ANTE-NATAL CARE? 


Tue Britisn 195 


MEDICAL JouRNAL 


I need not say that nothing at all has been done in 
regard to discovering the causes of, or preventing mal- 
formations, neither has the stillbirth rate diminished. Still- 
births have been notifiable since 1927, so that records 
are only available for six years, but in 1927 the still- 
birth rate was 38 per 1,000 total births ; since then it 
has been increasing steadily, and in 1932 it was 41 per 
1,000. Again, although the mortality of infants under 
1 year has fallen considerably the neo-natal mortality 
shows no corresponding decrease. As neo-natal mortality 
is chiefly due to prematurity, malformation, and ob- 
stetrical injuries, ante-natal care might reasonably be 
expected to reduce it, but there is no evidence that it 
has done so. 


Effect of Ante-natal Care on Maternal Mortality 
It is a matter of common knowledge that the maternal 
death rate has not fallen. In 1911 it was 3.87 per 1,000 
live births ; in 1932 it was 4.04. Similarly, the death 
rate from eclampsia has changed but little during the 
last twelve years ; the rate in 1922 was 0.71 per 1,000, 
and the figures since then are given in the following table : 


Taste I.—/ncidence of Maternal Deaths from Puerperal Albuminuria 
and Convulsions 


| 


| 
saad 1928 | 1929 | 1930 | 1931 | 1932 


\ 
0.70 | 0.75 | 0.82 | 0.81 | 0.78 | 069 | 0.t| 0.58 
! 


Yer... |1922) 1925] 1924, 1995, 1925 


Rate per 1,000 | 0.71 | 0.68 0.72 
live births | 


It will be seen that while up till 1930 the death rate 
from eclampsia remained unchanged, in the last two 
years for which figures are available there is a distinct 
reduction. Yet, considering that eclampsia is almost 
entirely a preventable disease, the incidence and death 
rate are still far too high. One county medical officer 
writing to me recently confirms this. After saying that 
it is the exception now for the expectant mother in his 
area not to receive ante-natal care, he continues: 


“Yet it must be admitted that it has not so far resulted 
in any reduction in the maternal mortality in the area... 
one conspicuous cause has been eclampsia. It is strange 
that the operation of a scheme which might have been 
expected par excellence to have eliminated or at any rate 
substantially reduced the incidence of eclampsia has not so 
far done so.”’ 


I may say here that it would be an important step 
forward if eclampsia were made a notifiable disease. 
We should then have valuable information as to its 
geographical distribution, regarding which we know next 
to nothing at the present time, 

This, then, is what ante-natal care has accomplished. 
All will agree that we cannot be satisfied with the results 
so far obtained. The remainder of this paper will be 
occupied with an inquiry into the reasons for this com- 
parative failure. 


Increased Frequency of Primary Births. 

If it could be shown that there has been in recent 
years an increase of primary as compared with subse- 
quent births, such increase might be assumed to have 
a more or less important influence in neutralizing any 
improvement in mortality rates that would otherwise 
have followed ante-natal care. We should, of course, 
expect such an increase in primary births because of the 
fall in the birth rate, but apparently no statistics on 
this matter exist. I have therefore tried to collect 
information from the Ministry of Health, county medical 
officers of health, and other sources, but with one or two 
exceptions the replies were to the effect that they possessed 
no information. The chief exceptions were the West 
Riding of Yorkshire, Monmouthshire, and the City of 
Manchester, and Table II shows the figures obtained 
from these and one or two other sources. 

These figures, I think, leave no room for doubt that 
the proportion of primary births has been steadily in- 
creasing during the past twenty years. As eclampsia 
and accidental haemorrhage, as well as difficult labours, 
are more common in primiparae it may be assumed that 
here we have an important factor in maintaining the 
high death rate. It is to be noted, however, that the 
mean age of marriage in females is the same now as 
forty years ago—namely, 26. 


Much Ante-natal Care Inadequate and Ineffective 


About 42 per cent. of all parturients in England and 
Wales are looked after at State-aided clinics. Midwives, 
too, who attend about half of all the labours in the 
country, are required by the Central Midwives Board to 
give ante-natal care to the patients booked by them, 
and to keep records. Then there is the care given by 
hospitals and by private doctors. Taking the country 
as a whole it is probably correct to say that quite 890 
per cent. of expectant mothers now receive ante-natal 
care of some kind or degree. Many of the most elaborate 
schemes, however, have only been in existence for a year 
or so, and could not therefore have yet affected mortality 
returns. In one county, for example, there are now thirty- 
four clinics as compared with six three years ago. 

Imposing as these figures are I believe that much ante- 
natal care is inadequate and ineffective. All who have 
to do with this work know how easy it is to become 
slipshod because abnormalities are comparatively rare. 
In no department of medicine is one so liable to drift 
into careless ways and thus miss the occasional abnor- 
mality or the occasional early sign of impending danger, 
and against this the ante-natal worker needs to be con- 
stantly on guard. Munro Kerr’ has emphasized this ; 
he says: ‘‘ It is watchful care that is essential. . . . The 
constant watchfulness on the part of those in attendance 
tends to slacken as in so many cases nothing abnormal 
occurs.”’ 


Taste II.—Percentage of Primiparae among Total Parturients in the Years 1913-33 


Total 
Area 1913 1915 1920 1922 1923 1924 1925 1926 1927 1928 1929 1930 1931 1932 1933 Caves 
Analysed 
West Riding Yorks! 17.4 20.3 | 27.3 27.2 23.3 267 27.9 26.1 26.6 28.7 28.5 30.9 31.2 31.7 33.3 23,837 
(midwives’ practice) | 
City of acetal (all 26.3 28.7 29.4 30.1 39.1 32.5 34.1 34.0 34.5 34.8 115,598 
cases | 
Fast — Hospital (all 24.0 26.5 28.1 30.0 32.3 32.7 34.1 32.0 16,284 
cases 
Finsbury B.C. (all | 13.0 19.0 27.0 
cases) 
Monmouthshire  C.C. 26.0 36.0 9,053 
(all cases) 
Poplar (all cases) 37.6 35.4 44.1 12,035 
Queen's Institute of 22.3 63,776 
District Nursing 


| 
| 
| 
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Much of that which now passes under the guise 
of ante-natal care is unworthy of the name. Examina- 
tions are too infrequent, perfunctory, and unskilled to 
accomplish anything useful. I have previously shown,? 
for example, that many clinics in teaching hospitals 
are doing nothing to reduce eclampsia among their own 
cases, for its incidence in the booked patients attending 
is as high as in the general population, and yet we know 
that eclampsia is almost entirely a preventable disease, 
and that in a few clinics it is being prevented. If this 
is happening in our training schools can we expect better 
at the hands of the general practitioner or midwife? 
Writing to me on this matter one medical officer said: 
““T am of opinion that the ante-natal work at the 
institutions with which I am acquainted is extremely 
badly done. Far too much is undertaken by the resident 
medical staff, and the consultants are rarely called in.’’ 

It is time we realized that ante-natal work calls for 
experience and skill, that patients must be individualized 
in regard to diagnosis and treatment, and that in ante- 
natal work there should be no such thing as mass _ pro- 
duction. The success of a clinic should be judged, not 
by the numbers passing through its books nor even by 
the number of attendances registered by each patient, 
but by its effect in reducing maternai mortality. It 
would be a great advantage if all medical officers gave 
such information in their annual reports as some already 
do. None of us are exempt from mistakes and failures, 
but each failure or mistake ought to be an occasion for 
self-examination and possibly for an overhaul of present 
methods. 

Concerning the quality of the work done by midwives 
it is difficult to get information. Some of it may be 
fairly good, especially as they have to keep records and 
their work is more or less supervised. The standard of 
entry to the roll of the Central Midwives Board is, how- 
ever, deplorably low, and only 10 per cent. of those 
entering for the qualifying examination are rejected. 
Surely the lowest standard of any examination in this 
country! Besides, they are handicapped by their inability 
to estimate blood pressure, a rise of which is often the 
earliest sign of pre-eclamptic toxaemia, and may precede 
the appearance of albumin in the urine by several weeks. 
Is it too much to hope that all the midwives of the 
future may be trained in the estimation of blood pressure, 
and that public health authorities may consider it worth 
while to provide them with a simple form of bleed- 
pressure recording apparatus? One medical officer writes 
me that his council provides midwives with callipers 
with which to take pelvic measurements. I believe the 
callipers to be a useful and necessary instrument, but 
even more necessary is a manometer. I might add that 
some medical officers sent me copies of the record forms 
which they had drawn up, and which the practitioners 
working under the local scheme were required to keep. 
None had any place for recording blood pressure, and 
this in spite of the fact that in the minimum scheme for 
ante-natal cxamination circulated by the Ministry of 
Health the importance of such a record was clearly 
pointed out. 

It is the custom nowadays to belittle the whole-time 
clinic officer. It is usually laid down that the person 
responsible for the delivery should look after the woman 
in’ pregnancy, and there can be no doubt that, other 
things being equal, this is desirable. Yet there is much 

to be said for such officers. They are usually extremely 


keen, and nowadays they must have had _ post-graduate 
experience of maternity work, though judging from adver- 
tisements still appearing in the medical press this regulation 
is more honoured in the breach than in the observance. 
They are less likely to be hurried than the general prac- 
titioner ; they can Cevise a follow-up system to ensure 


regular attendance, and as they see more patients than 
any individual practitioner they should become more 
highly skilled in diagnosis. Their work suffers, however, 
both in interest and in usefulness, from the fact that 
they are not allowed to give treatment, and one medical 
officer expresses the opinion that attendances at clinics 
would be much higher if treatment were given. Of course, 
effective ante-natal treatment often means institutionaliza- 
tion, but since much greater facilities for this are necessary 
it should be possible to arrange for the patient to be 
admitted under the care of the medical officer who has 
looked after her in the clinic. This would mean the 
addition of facilities for delivery, but I believe that these 
will in future be found to be a necessary provision, for the 
time is surely coming when none but normal midwifery 


and, perhaps, low forceps cases will be undertaken in the 


patient’s own home. 

Keen and competent whole-time clinic officers are often 

discouraged by the indifference of practitioners to whom 
they refer patients for treatment, and I know personally 
of cases of this sort. One county medical officer states 
that the ante-natal clinics were at first run by general 
practitioners, 
‘“ but they were so indifferent we had to appoint whole-time 
officers in charge. The whole-time system is becoming 
increasingly popular with midwives and mothers. It has 
been our custom to inform the doctor of the proceedings at 
the clinics and to invite co-operation, but it is so infrequent 
that my officers get any replies to their notes that I can 
only assume that general practitioners are not interested in 
this work.”’ 


This gap between diagnosis and treatment is to my 
mind a very serious one, and calls urgently for considera- 
tion. 


Unnecessary Intervention in Ante-natal Care 


Induction of premature labour and Caesarean section 
at term for disproportion are good examples, and no one 
will deny that much of this intervention is unnecessary 
or that in most cases delivery would have taken place 
without trouble had the patient been left alone. It 
would be a simple matter did space permit to prove 
this from the reports of leading hospitals, and Wrigley,* 
in a recent paper, has already done so. This intervention 
would not matter if these operations were always safe, 
but we know they are not. I need only mention that 
in their last published reports eight teaching hospitals 
in this country record forty-four deaths among their own 
booked cases, and of these twelve (27 per cent.) followed 
Caesarean section in originally ‘‘ clean ’’ patients, the 
most frequent cause of death being general peritonitis. 
I believe I am justified in saying that ante-natal care 
has often simply transferred mortality from one column 
to another. Deaths from obstructed labour are now 
comparatively rare, but we have replaced them to some 
extent by deaths from preventive operations. The remedy 
lies in the realization that even the best ante-natal care 
does not abolish the need for good obstetrics, and that it 
may even be dangerous unless supplemented by wise con- 
servatism in treatment. 


Increased Demand for Intervention, Anaesthetics, etc. 

Fairbairn’ has pointed out that in 1924 and 1925 there 
was evidence of an increasing tendency on the part of 
the Queen Victoria Jubilee Midwives to send for medical 
aid during labour. During 1924 in 13 per cent. of cases 
the doctor had been called in on account of difficulty or 
delay. In 1925 the frequency had risen to 17.9 per cent. 
I have obtained the figures for 1931, 1932, and 1933, 
and they are 20.1, 22.1, and 21.5 per cent. respectively. 


Are we to put this down, as Fairbairn does, to the midwife. 
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becoming less self-reliant, or may it not be due to a 
decreased capacity to bear pain and to an increasing 
demand for rapid termination of labour and especially for 
anaesthetics? 

Finally, we should not forget that there is a certain 
proportion of obstetric complications that ante-natal care 
js so far powerless to prevent. These have been recently 
analysed by Strachan,’ and to his paper I shall refer 
those interested. 

I would end on a note of hopefulness. Disappointing 
as have been the results hitherto we are in the mood 
for self-criticism, and this may be the prelude to a fresh 
advance. A conference such as this between two of the 
Sections most nearly concerned in the success of ante- 
natal work cannot but result in a fresh integration of 
effort. And in the words of Walt Whitman: “‘ It is 
provided in the nature of things that from any fruition 
of success shall come forth something that shall make a 
greater effort necessary.’’ 
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ARE WE SATISFIED WITH THE RESULTS 
OF ANTE-NATAL CARE?* 
BY 


ETHEL CASSIE, M.D., D.P.H. 


ASSISTANT MEDICAL OFFICER OF HEALTH AND CHIEF MEDICAL OFFICER, 
CHILD WELFARE, BIRMINGHAM 


There is a deceptive simplicity about this question to 
which we have been asked to furnish a reply. It seems 
at first sight to require little more than a confirmatory 
“Yes ’’ from those of us who have been enthusiastic 
advocates of the provision of ante-natal care. Further 
consideration, however, shows that the question covers 
a very wide field, and no such simple confirmation is quite 
possible. It becomes necessary, indeed, to put two further 
questions : (1) What is meant by ante-natal care? ; and (2) 
What results can be expected from it? 

It is only by defining in some measure what ante-natal 
care has meant that we can judge the results which have 
been obtained. It is obviously useless to feel disappointed 
with a remedy which has never been properly applied. 
There is actually an official standard for ante-natal clinics 
set out in the circular 145/M. & C.W., issued by the 
Ministry of Health in 1929. This standard was not put 
forward as an ideal but as a practical minimum for 
effective usage, and I feel sure there will be fairly general 
agreement when I say that a high proportion of women 
Teceiving ante-natal care, whether at ante-natal clinics 
or elsewhere, do not receive it at this minimum standard. 
This may be due in part to faults of administration or 
to faults in Coctors or midwives, but it is also, to a great 
extent, undoubtedly due to the women themselves, since 
éven when facilities are available and are freely offered 
full advantage is not taken of them. 


Ante-natal Care in Birmingham 
We have, I believe, reached the point at which a 
demand for a high standard of ante-natal care can and 
will be met, and I feel sure—indeed, there can be little 


*Read in opening a discussion at a combined meeting of the 


Sections of Obstetrics and Gynaecology and Public Health at the 


i Meeting of the British Medical Association, Bournemouth, 


doubt about it—that such a demand will shortly become 
universal. This suggestion is supported by the rapidly 
increasing number of women who present themselves at 
the ante-natal clinics, and in this connexion the records 
of Birmingham are of interest. Birmingham first 
formally opened its ante-natal clinics in 1916. During 
that year 250 were held, and 561 women attended. Eight 
years later, in 1924, the clinics had increased to 981, and 
4,043 women attended. In 1932 the figures were 1,892 
clinics and 8,174 women attending. Meanwhile, the births 
had fallen from 21,347 to 17,219. A very high proportion 
of the births are visited by health visitors, and taking 
these as representing those women who are invited to 
ante-natal clinics, it will be seen from the table supplied 
that in 1932 no less than 50 per cent. had attended the 
clinics. 


Taste I 
1916 1924 1932 

Number of ante-natal clinics at 250 981 1,892 

child welfare centres 
Number of mothers attending ... 561 4,043 8,174 
Total attendances made ... No record 10,395 25,983 
Births (including stillbirths) ... 21,347 18,934 17,219 
Births visited (not including 8,143 15,967 16,190 

stillbirths) 
Percentage of mothers attending | 6 per cent. | 25 percent. | 50 percent. 

from the visited class (approx.) 


This represents only a portion of the amount of ante- 
natal care given and received: taking into account the 
work of the family doctor, the midwife, and the maternity 
institutions, it is obvious that the total must be consider- 
able. There can also be little doubt that the standard 
is as high as anywhere in the country, though space does 
not permit of a detailed description. As regards the ante- 
natal clinics, the arrangements for following up and co- 
operation are fairly complete, and the work is carried 
out by experienced medical women with every facility 
for consultation and with sufficient available ante-natal 
beds. 

And yet one is forced to believe that the standard is 
not sufficiently high in a large proportion of cases. The 
average attendance per patient in 1932 was three, and 
when one considers that many women pay from five to 
eight visits it is clear that numbers pay only one visit. 
The midwives, although informed when their patients 
cease to attend ante-natal clinics, cannot, as a general 
rule, give really effective supervision at the standard laid 
down in the Ministry’s memorandum. They have not 
the facilities, and the patients are often not very amenable. 
The lack of sufficient ante-natal care is frequently recorded 
in relation to stillbirths, deaths in childbirth, and puerperal 
sepsis investigations. 

Ante-natal supervision might be expected to affect 
maternal mortality in childbirth, neo-natal mortality, and 
the stillbirth rate. There has been no material improve- 
ment in these rates since 1916. 


Taste II 
Birmingham 1916 1924 1932 
Maternal mortality ... soi a 3.4 3.91 3.73 
Neo-natal mortality... 34.4 41.9 32.7 
Stillbirths 3.5 2.9 3.6 


During the last five years every maternal death in 
childbirth in Birmingham has been investigated as care- 
fully as possible and an attempt made to assess the in- 
fluence of ante-natal care (Table III). In the deaths from 
intercurrent disease in this group fifty-seven out of eighty- 
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Tarte I.—Maternal Mortality Inquiry : Causes of Death 
Intercurrent Disease Abortions Sepsis | Toxaemia 
Year | Ante-natal Care | | | Ante-natal Care 

| No. | | No. | erence | Interference | or | No. 

None | Insufficient | usullicient None Insufficient No. 
19:9... 30 | ‘4 15 15 | 5 5 19 | 2 | 18 | 23 5 14 6 
1930... ... | 20 | | 7 2 17 | 0 ul 4 10 

1951... .. | 4 | 9 9 3 2 21 | | 4 | 18 3 7 
1932... 9 | 0 | 4 9 2 2 26 | 1 10 | at 1 16 5 
1933... | 2 14 4 | 5 | 8 43 2 7 19 

| | 

| | | | | — 
Total .. | &7 | 20 | 37 62 19 16 | 4 61 88 | 12 | 52 él 


Total deaths = 396. 


seven women had not received adequate ante-natal care. 
In fatal abortions thirty-five out of sixty-two were 
probably associated with “‘ interference.’’ In nineteen of 
the ninety-eight deaths from sepsis ante-natal care had 
failed to give the help that should have been given, and 
in sixty-one it was insufficient. In the toxaemias no fewer 
than sixty-four out of the eighty-eight cases had had too 
little ante-natal care or none at all. In the group collected 
as ‘‘ other causes,’’ including ectopic gestation, Caesarean 
section, etc., no assessment has been attempted. The 
general inference to be drawn from these figures is that 
in a large proportion of cases, while death could not 
directly be considered as due to failure of ante-natal care, 
there was no doubt that the standard and amount was 
altogether insufficient for the minimum of efficiency. 


Findings in a Maternity Home 

I have endeavoured to show, then, that if ante-natal 
care has not succeeded in lowering maternal mortality 
in Birmingham it has not had a fair chance of doing so. 
In the history of the fatal cases its absence or insufficiency 
is prominent. The consideration of what happens where 
the standard is satisfactory is worth studying in contrast, 
and for this reason the findings at one of the city maternity 
homes are recorded. 

The ante-natal work in this home is of the highest 
standard, and the women are required to submit to every 
requirement of the medical officer, or their ‘‘ booking ’’ 
is cancelled. Therefore it can be taken that the results 
reflect the best that intensive ante-natal care can secure. 
The only selection from the medical point of view is that 
Caesarean section cases are not booked, and that inevitable 
early inductions are excluded. The figures have been 
taken from 1,000 consecutive booked cases Celivered in 
the home, of which 56 per cent, were primiparae and 
44 per cent. were multiparae. Seven hundred and thirty- 
nine patients, or 74 per cent., were normal throughout 
pregnancy and confinement, and the remaining 261, or 
26 per cent., were admitted for treatment to the ante-natal 
ward. Some of the conditions found, such as_ heart 
disease, pyelitis, and toxaemia, required prolonged 
treatment. 

We have here a very low maternal mortality rate, 
1 per 1,000, which was the same as in the previous 1,000 
cases delivered in this home, but it must be remembered 
that abortions, intercurrent disease, and the group classed 
as ‘‘ other causes ’’—that is, ectopics, etc.—are excluded. 
The stillbirth rate remains practically unaffected as com- 
pared with the city as a whole. The neo-natal mortality 
is improved, but this is undoubtedly due to intensive and 
highly skilled care of the premature infants, the proportion 
of which is increased by the frequent inductions. The 
city neo-natal mortality for the first fortnight of life is 


TasLeE IV.—City Maternity Home (1,000 Consecutive Booked Cases) 
(Primiparae = 56 per’cent. Multiparae = 44 per cent.) 
Normal throughout, 739 = 74 per cent. ; 
Complications of pregnancy—admitt.d to ante-natal ward, 261 = 26 per 
cent. 
Maternal mortality = 1 per 1,0°0. 
5 iNbirth rate = 3.3 per cent. 
Neo-natal mortality = 1.6 per cent. 


Results 
Complications | 
Mother Baby 
Heart disease 18 Good Good 
Hy} erthyroidisi ... ive 4 
Chorea of pregnancy... 2 
Severe varicose veins... 5 
Profuse vaginal discharge (not ‘i 
V.D.) 
Threatened premature labour 17 r= 1 premature 
° stillbirth : 
others good 
Placenta praevia—central ... 4 All stillbirths 
lateral... 6 Good 
Ante-partum haemorrhage 18 o ” 
(other than toxaemia or 
placenta praevia) 
Breechin primiparaeforversion| 11 1 stillbirth; 
others good 
Pyelitis (3 + toxaemia) ... Ae 31 8 still had pus at | 1 stillbirth; 
14th day others 
Slight disproportion or post- 30 |28normaldelivery, 3 stillbirths; 
maturity (for induction) 2 forceps others good 
Hydramnios ae 1 Good Good 
Dysentery 1 
Red degeneration of fibroid ... 1 % ” 
Toxaemia of pregnancy (with 1¢8 1 died (obstetrie | 9 stillbirths; 
albumin) shock after twins).| 4 died later. 
l mania; 12 still | Others good 
had albumin at 
| 14 days; 94 hadno 
| albuminat 14days 
Totel ..., | 261 | 


28.3 per 1,000 births in comparison with 17 per 1,000 
births in the home. At the same time, no one can study 
this table without realizing the importance of ante-natal 
examination and treatment from the point of view of the 
26 per cent. abnormal cases. 


Present Position Reviewed 
It seems clear from the conditions found that not only 
is ante-natal care essential, but also that the obstetrician 
making himself responsible for it should be as much 4 
physician as a surgeon. The tendency to combine 


obstetrics and gynaecology has led to the importance of 
the physician’s point of view in the care of the expectant 
mother being overlooked to some extent. If that happens 
ante-natal diagnosis and treatment will never be satis- 
factory. A great deal is heard of the importance of the 
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ante-natal clinician knowing what happens at the confine- 
ment, but it is even more important for him to recognize 
what is happening to the patient before the confinement. 
Until ante-natal care includes the careful study of the 
patient as a whole and throughout pregnancy it will be 
impossible to say that we are satisfied with the results 
it gives. 

At present one is far from satisfied, but that simply 
means one remains dissatisfied with the amount and 
standard of ante-natal care. As far as can be judged, 
where the standard is satisfactory, one can hope to obtain 
a marked decrease in maternal morbidity, with an in- 
calculable improvement in the health of the mothers, 
and a definite reduction in maternal mortality when 
combined with really skilled obstetrics. The effect on 
the stillbirths and neo-natal deaths remains in doubt. 
Fewer cranial injuries, certainly, but probably more 
premature babies from inductions, may result. This 
suggests that skilled and prolonged treatment and care 
of the infant is essential, and ante-natal care may benefit 
the mother even more than the child. 

At the same time not ante-natal care alone, but all 
the influences at work to raise the health standard of 
the nation must benefit women and ultimately their 
infants. With the disappearance of rickets, and with 
better nutritional standards for children and adolescents, 
pregnancy and childbirth should become less dangerous 
to both mother and child. Among the helpful factors 
is the universal realization of the importance of prevention 
and the value of careful medical supervision during 
pregnancy. There are factors, however, which delay 
progress, and among these the inadequate training of the 
medical student and midwife in all that concerns obstetrics 
and infant care is the most serious. While there has 
been great progress in recent years, this has not gone 
far enough, and there can be little doubt that the best 
use is not being made of the available teaching material. 
The teachers are frequently too few, and only too often 
overworked. Expediency and improvisation are still 
advocated before efficiency. Ante-natal care will not fail 
to give satisfactory results when knowledge, careful 
observation, and unceasing vigilance are used to benefit 
every expectant mother. 

The final position of the ante-natal clinic at the child 
welfare centre is problematical. It is generally agreed 
that the routine care of the pregnant woman should be 
in the hands of those who will attend her during labour. 
Whether the present tendency to enter institutions will 
go further, or whether the district midwife and the general 
practitioner will retain their present predominance in this 
field, remains to be seen. In either case, with the progress 
of medical education and the better training of midwives, 
the position of the clinics must alter. They may become 
consulting clinics, or they may serve as outlying clinics 
for central institutions. Their present role is that of 
pioneers, and their task predominantly educational. While 
the position to-day is not altogether satisfactory, we can 
Say of ante-natal work, in the well-known phrase, that 
it is progressing as well as can be expected! 


The Child Guidance Unit at the West End Hospital for 
Nervous Diseases (73, Welbeck Street, W.1) began work 
in October, 1932, and a report for the year 1933 by the 
honorary director (Dr. Emanuel Miller) has lately been 
issued. The special feature of this unit is that it is 
established in a voluntary hospital, and makes provision 
for in-patient observation and treatment, as well as for 
sessions held in special quarters in the out-patient depart- 
ment. All cases are seen in the first instance by a neuro- 
logist on the staff of the hospital, thus eliminating organic 
diseases and other unsuitable cases. 


ARE WE SATISFIED WITH THE RESULTS 
OF ANTE-NATAL CARE? * 


BY 


GEORGE F. BUCHAN, M.D., F.R.C.P., D.P.H. 


MEDICAL OFFICER OF HEALTH FOR WILLESDEN 


Ante-natal care was begun in this country about the 
beginning of the present century. It is now generally 
accepted as an integral part of the care of maternity, 
but no standard is yet in universal operation. The 
Maternity and Child Welfare Act was passed in 1918, 
and since that time ante-natal work has considerably 
expanded. Nevertheless, the general maternal mortality 
rate per 1,000 live births does not show any material 
change since that date. Maternal mortality is in part 
due to lack of ante-natal care, and the absence of any 
fall in the rate probably means that the ante-natal care 
given in many places is still insufficient. 

Ante-natal care has the following objectives: (1) to 
maintain the health of the pregnant woman ; (2) to secure 
delivery with the least possible disturbance to the pregnant 
woman ; (3) to secure the birth of a healthy child at full 
time ; and (4) to secure for the child an adequate supply 
of breast-milk during the normal period of lactation. 
The questions that arise are: (1) how can we secure these 
objectives ; and (2) to what extent do the methods gener- 
ally in use fall short of the best? Ante-natal care, so 
far as the mother is concerned, includes the problem of 
the maintenance of her general health and nutrition, and 
her obstetric state. 

Attention to the general health and nutrition of the 
mother involves a knowledge of her home surroundings, 
food, habits, work, and recreation, as well as a careful 
and systematic physical examination. These two factors 
—namely, the environment of the patient and her general 
physique—have to be carefully correlated, and advice 
should be given by a medical practitioner competent to 
do so as to any measures, social or medical, which are 
necessary to improve the patient’s general hygiene. The 
home environment should be reported not only by the 
patient but also by a health visitor. In order that the 
doctor may be in a position to safeguard, and to improve 
if necessary, the mother’s health, one consultation during 
pregnancy is not enough. This supervision should be 
carried out at regular intervals at appointed times. The 
failure of the mother to attend on any specified occasion 
should be followed up immediately by an inquiry at the 
home as to the reason for her non-attendance. This pro- 
vision for ante-natal care is important, since it is not 
infrequently the case that the pregnant woman has failed 
to keep her appointment on account of her physical condi- 
tion, which may urgently require treatment. 


Ante-natal Work and Subsequent Confinement 


The next point that arises concerns the obstetric state 
of the patient. A special physical examination of the 
mother is required to ascertain the condition. The 
Ministry of Health, in its regulations of 1930, has laid 
down that medical officers in charge of ante-natal clinics 
are required to possess special experience in practical mid- 
wifery and ante-natal work. The importance of the asso- 
ciation of practical midwifery with ante-natal work is 
thus recognized, and I am convinced that, if the best 
results are to be obtained from these obstetrical examina- 
tions, they must be linked up with the subsequent con- 
finement. It is impossible for an ante-natal medical officer 


* Read in opening a discussion at a combined meeting of the 
Sections of Obstetrics and Gynaecology and Public Health at the 
Annual Meeting of the British Medical Association, Bournemouth, 
1934, 
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materially to enhance his experience unless he is in a 
position to check his diagnosis and prognosis by the 
happenings at the confinement itself. A paper report 
by another practitioner is insutticient for this purpose, 
and is an unsatisfactory alternative to attendance at the 
confinement. 

Having thus secured the ante-natal care of the pregnant 
woman it is necessary to consider the confinement, so 
that there may be a minimum of disturbance to the 
patient. The obstetrician who has been responsible for 
the ante-natal supervision should take charge of the con- 
finement. I am aware that there are different schools of 
thought as to the management of different varieties cf 
complicated labour. It is not my province to discuss 
these, but it is my concern to know that the practitioner 
undertaking the management of the labour should be 
fully aware of its possibilities, and fully equipped and 
experienced to deal with any eventuality. 

In order, therefore, that the foregoing conditions may 
be met, the following propositions are submitted : 

1. That the general health of the expectant mother should 
we under the care of a medical practitioner competent to 
carry out not only medical examination, but also to advise 
as to the hygiene of pregnancy from both the social and 
the medical aspects. 

2. That these consultations should take place regularly 
throughout pregnancy, and failure to keep an appointment 
should be inquired into without delay. 

3. That the obstetric examinations made during the ante- 
natal period should be carried out by the obstetrician who 
will be in charge of the confinement, and who should have 
sufficient experience to cope with any abnormality, whether 
foreseen or not. 

4. That hospital beds should be available for all ante-natal 
cases requiring such accommodation. 


Where Present Methods Fail 

These being the conditions which, in my opinion, should 
govern ante-natal care, it is necessary next to ask how 
far the present methods of ante-natal supervision comply 
with the propositions here set out. 1 think it may be 
fairly said that, so far as the work of local authorities 
is concerned, attention to the general health of the preg- 
nant woman is given by a doctor, generally speaking, com- 
petent to do so from both the medical and the social 
aspects, although it may be doubtful if sufficient emphasis 
is always laid on the basic need for the adequate nutrition 
of the patient. Unfortunately, it is not always the case 
that women who fail to keep their appointments are 
immediately followed up to ascertain the reason for their 
non-appearance. If the reason is not connected with their 
health, it may be that no harm is done, but in many 
cases, especially towards the later weeks of pregnancy, 
failure to keep an appointment is often due to the physical 
state of the mother, which may require immediate atten- 
tion, including her removal to hospital. 

It is true that where the general health of the mother 
reveals some abnormality associated with the pregnancy— 
for example, albuminuria, or a complication of her general 
health—as, for example, heart disease—a hospital bed is 
not always available. Further, she may be unable to 
leave her home because she cannot make provision for its 
continued care during her absence, which in some cases 
may be prolonged. Ante-natal beds are also needed during 
the ante-natal period on account of the obstetric condition, 
and these again are not always available. 

It is further the case that in only a limited number 
of instances is the obstetrician responsible for the con- 
finement associated with the ante-natal work of local 
authorities. To my mind, where this association does 
not exist, the value of ante-natal care is very materially 
diminished. No matter how expert an ante-natal medical 


officer may consider himself to be, it is necessary that 


he should be in a position to verify his findings by the 
actual experience of the confinement. This linking up 
of ante-natal obstetric work with the confinement is the 
only means whereby ante-natal care can be put on a 
sound and scientific basis and the true meaning of the 
ante-natal conditions can be properly understood and 
emergencies avoided. 

I have confined my remarks to the ante-natal work of 
local authorities, but the principles on which ante-natal 
care, in my opinion, should be founded are not altered 
because the confinement is to be carried out under private 
auspices. Such confinements include: (1) those conducted 
at home by midwives ; (2) those conducted at home by 
general medical practitioners ; (3) confinements in private 
nursing homes or wards by general medical practitioners, 
In these cases either the ante-natal supervision as here 
envisaged is inadequate, or the obstetrician has not such 
experience or equipment as to enable him to cope with 
every obstetric condition or emergency. The fact that 
a consultant obstetrician is at call is not sufficient. A 
consultant is usually called in after an emergency has 
arisen. If there is a practitioner of experience in these 
matters at hand it seems to me essential, if the best 
results are to be obtained, to make use of his services 
from the beginning, and not wait until it is evident that 
special and perhaps extreme measures are required. 


Ante-natal Care and the Child 


I have not dealt with the effects of ante-natal care 
on the child. This is a subject to which I have given 
consideration, but in respect of which I cannot submit 
any satisfactory information. The fact that the mortality 
rate of children under 4 weeks has undergone little 
change since 1918, while the mortality rate of children 
under | year has been considerably reduced since that 
date, would seem to indicate that our present methods 
of ante-natal and possibly intra-natal care have not 
effected any material change in the healthiness of the 
offspring. Here it would appear to me that the obste- 
trician has to extend the scope of his work to include 
the child under 4 weeks, and to correlate his ante-natal 
work and the nature of the confinement with the con- 
dition of the child at birth. 


How to Obtain the Best Results 


Much has been achieved in respect of the establishment 
of ante-natal centres by the Ministry of Health, and 
although it is impossible to assess the value of these 
centres at the present time I have no doubt that their 
work will prove to be the most valuable of any that is 
done for the national health. In order that we may get 
the full advantage of ante-natal work, discussions like the 
present are of great value. Their value would be con- 
siderably enhanced if local authorities and practitioners 
would keep a detailed record in every case of the following 
among other facts: 


1. The nature and the amount of ante-natal supervision. 

2. The general health and state of nutrition of the patient 
during pregnancy. 

3. The obstetric state as recorded ante-natally. 

4. Noteworthy features of the ante-natal period—for 
example, the co-operation of the patient, the presence of 
some abnormality, or the need for a_ period of hospital 
treatment or the like. 

5. The anticipated course of the labour. 

6. The actual course of the labour. 

7. Noteworthy features during the puerperium. 

8. The general health of the mother and the state of the 
pelvic organs at some later period, say three months after 
confinement. 

9. The condition of the child at birth as anticipated ante- 
natally. 
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10. The actual condition of the child at birth. 
11. The health of the child some time after birth, say at 
three months. 


In the foregoing I have set out the best methods of 
ante-natal supervision as they appear to me in the present 
state of knowledge. As these are not in general use, and 
as no standard method has been laid down or applied, 
it is practically impossible to assess the value of ante- 
natal care from the gross results which are available. 
If, however, the different authorities and practising phy- 
sicians could be persuaded to keep records such as I have 
indicated, we should shortly have the necessary informa- 
tion to enable us to arrive at such a valuation, and to 
decide how best we can achieve satisfactory ante-natal 
supervision. 

The history of medicine shows that obstetrics in the 
limited sense has always been regarded as a special art. 
The present discussion raises a wider problem than the 
art of obstetrics, because the nation to-day is interested 
in the rearing of a healthy race. The care of the mother 
and the child is therefore all-important. Indeed, it 
seems to me that this should be a division of medicine 
for special study and practice. A new kind of specialist 
is required: one whose functions would be first, ante- 
natal care in its wide sense, having regard to both the 
mother and the unborn child ; secondly, the confinement 
of the mother ; and, thirdly, the care of the mother and 
child for a period after the birth. A wider specialism 
on these lines would, I believe, secure better results in 
the rearing of healthy children than specialisms limited, 
as at present, to the much narrower fields of obstetrics 
and gynaecology on the one hand and paediatrics on the 
other. 


PHARMACOLOGY AND THERAPEUTICS 
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WITH SPECIAL REFERENCE TO ABNORMALITIES 
UNDER EVIPAN ANAESTHESIA 
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AND 
A. H. GALLEY, M.R.C.S., L.R.C.P. 
SENIOR HOUSE ANAESTHETIST, KING'S COLLEGE HOSPITAL 


Sodium evipan has now definitely established itself as an 
anaesthetic both in medical and in dental practice, and the 
purpose of this article is to give a short account of its 
pharmacology, and the pathology of such cases as have 
come under the authors’ notice. 

Sodium evipan is the soluble salt of a new barbi- 
turic acid derivative: n-methyl-C-C-cyclo-hexanyl-methyl 
barbituric acid. It is not a volatile anaesthetic, but is 
rapidly detoxicated by the liver. Detoxication depends 
upon its decomposition within the liver, and it is stated 
that a rabbit can disintegrate half the narcotic dose within 
thirteen minutes.! Kennedy has also shown that detoxica- 
tion of sodium evipan in mammals is very rapid.? Another 
characteristic of this drug is its high therapeutic quotient. 
In a cat this is represented by the figure 4, since 25 mg. 
generally gives full anaesthesia, while 100-110 mg. is the 
lethal dose.* In the dog the quotient is 3.3. It may 
fairly be inferred, therefore, that only 20 to 30 per cent. 
of the lethal dose is used to produce clinical anaesthesia, 
and this factor must be noted when criticism of the un- 
Tevers:bility of evipan is made. Traces of the unchanged 
Substance are found in the urine, but it is mostly elimin- 
ated in the form of urea, 


During narcosis the blood pressure may fall by not 
more than 20 mm. Hg, and respirations are depressed 
both in rate and in amplitude.* Overdose causes the cessa- 
tion of respiration, the heart continuing to beat until 
secondary heart failure occurs, due to anoxaemia. Kennedy 
and Narayana have shown that the depressant action of 
sodium evipan on the frog’s heart is very rapidly removed 
by washing, and is antagonized by adrenaline. They 
obtained complete recovery in a few seconds. The 
ventr.cle, apparently, is affected before the auricle ; when 
the beats had completely ceased excitability still remained. 
Even while suffering from overdose, some animals have 
been kept alive by artificial respiration until enough of 
the drug had been excreted to allow the respiratory centre 
to resume normal funct:on. 


Technique of Administration 


The technique of administration is -well known, and 
consists of the intravenous injection of a 10 per cent. 
solution in sterile distilled water. This solut:on is made 
up immediately prior to injection, and is run in at rates 
which vary with dfferent operators. An average figure 
would be about 1 c.cm. in ten seconds, although we, 
personally, deliver the first 2 c.cm. with greater rapidity. 
A common inaication of the dose is to instruct the patient 
to count aloud, to note the volume given before uncon- 
sciousness supervenes, and to g:ve the same volume again, 
or more, according to the duration of anaesthesia required. 
The symptoms produced by the injection are dramatic. 
While the first 2 c.cm. are entering the circulation the 
patient counts aloud with great confidence, but curing 
the administration of the third c.cm. he usually begins 
to hesitate ; a surprised look comes over his face, rapidly 
followed by a vacant stare, the counting becomes dis- 
ordered and whispered, and finally with a deep sigh or 
yawn he drifts into anaesthesia. Unconsciousness usually 
occurs about the time of ‘‘ hesitation,’’ and is imme- 
diately preceded first by a feeling of intoxication and then 
by intense drowsiness. Respiratory and_ circulatory 
changes have been mentioned above, and the problem 
of ‘‘ twitchings ’’ will be dealt w:th later. 


Duration of Anaesthesia 


It is sometimes difficult to estimate the time during 
which anaesthesia occurs, since with identical doses 
different patients have remained anaesthetic for as little 
as five minutes and as long as an hour, but in most cases 
fifteen to twenty minutes can be promised with certainty. 
For recovery, four hours or longer is the general rule, 
varying according to the dose and the constitution of 
the patient. In neurotic people the recovery period is 
frequently accompanied by emotional crises, but people 
of stable temperament usually recover quite quietly. The 
patient generally remembers nothing either of anaesthetic 
or recovery period, except the fact that he has slept well. 

Abel and Jarman rightly point out that with ‘‘ minimal 
doses ’’ (that is, injecting 2 c.cm., wa:ting thirty seconds, 
and giving the third c.cm. cautiously until unconscious- 
ness occurs, and then discontinuing) the anaesthesia lasts 
from five to fifteen minutes ; the patient then wakes, is 
quite rational, and after half an hour’s rest, or sleep, is 
often able to walk home.* It must be stressed that until 
recovery is complete the usual tests for sobriety are not 
satisfied, and the patient should be allowed to rest in 
quiet until feeling fit. We only know of one case of 
nausea or vomiting after recovery ; this was in a man who 
was sent home on a tram, having previously had a large 
draught of black coffee. In a few cases headaches have 
been recorded (always after large doses), and these are 
usually likened to the aftermath of alcoholic excess. 
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In order to lengthen, deepen, and stabilize evipan anaes- 
thesia some workers, Abel and Jarman,’ have recommended 
injection of an ampoule of omnopon 2/3 grain and 
scopolamine 1/150 grain one hour before operation. On 
the other hand, the Anaesthetic Committee of the Med‘cal 
Research Council® decided that it was inadvisable to give 
any sedative. In our practice we have found that the 
combination of sedative premedication and evipan has 
never given the slightest anxiety in adults of moderate 
health. 


Difficulties under Anaesthesia 


The first difficulty that occurs is at the onset of anaes- 
thesia, when the muscles attached to the jaw become 
relaxed and the patency of the airway is imper.lled. To 
prevent this, an assistant should be at hand to turn the 
head to one side and lift the jaw if necessary. If neither 
of these manceuvres is successful it is better to insert a 
Hewitt’s airway. 

Muscular twitchings are another nuisance, both to anaes- 
thetist and to the surgeon, for they may either jerk the 
needle out of the vein or hinder the operative procedure. 
These movements are independent of stimuli, although 
they are accentuated and become vaguely purposive during 
skin incisions. Sedative premedication diminishes this 
trouble, however, and a further injection of a few centi- 
metres of evipan completely abolishes the movements.’ 

We have had one case where 10 c.cm. of evipan pro- 
duced amnesia but no signs of anaesthesia. The patient, 
however, was also in attendance at a mental hospital 
near by. This man took the usual four hours to recover, 
in a delirious manner. We have also first-hand knowledge 
of another case (also that of a mental patient), who 
showed merely drunkenness after 20 c.cm. was injected 
into a large vein. One of us (G.S.) has had two cases, 
both in men, in which the full dose of 10 c.cm. of the 
1 per cent. solution was given without any kind of anaes- 
thesia being produced nor any apparent change, efther 
physically or mentally. Witnesses of all these inductions 
were fully satisfied that the injection was intravenous. 

In our experience one difficulty has been that of 
respiratory spasm, which sometimes involves the glottis 
and occurs early in anaesthesia. The patient goes a blue 
colour, has sighing respirations, and the condition may 
become an alarming one ; it clears up readily, however, 
with the passage of an intratracheal catheter. We have 
also had patients who stopped breathing for a time, but 
who, fortunately, started with artificial respiration or 
intubation. One or other of us has had experience with 
the following cases. 

CasE I 

A woman, aged 65, attempted suicide by cutting her throat. 
The larynx was exposed and opened, and evipan 3 c.cm. 
was injected for the purpose of induction. Unconsciousness 
was immediately followed by inhibition of respiration ; the 
pulse was normal in rate and volume. Breathing recommenced 
on the introduction of an intratracheal catheter, and an in- 
halation anaesthetic was continued through it. The patient 
recovered consciousness about an hour after the operation 
ceased. The repair was successful, but the patient died five 
days later. Post-mortem examination revealed that broncho- 
pneumonia was the cause of death. 


Case II 


A man, aged 62, was admitted after two days’ unsuccessful 
treatment for severe epistax:s. He had a large aortic aneurysm, 
and was chronically bronchitic ; his weight was about 15 st. 
Nine c.cm. of evipan was administered for the thorough 
packing off of the nose. Respiration ceased ; the pulse was 
good but the colour bad. On the introduction of an intra- 


tracheal tube respiration recommenced, and about half a pint 
of gastric contents containing altered blood was regurgitated. 
The packing was completed and the patient recovered con- 


Two days later 10 c.cm. evipan was administered 


sciousness. 
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for repacking without any untoward effect. Three days after 
the second operation the man died, and post-mortem exam- 
ination revealed the existence of diffuse meningitis. 


Case III 


In this case, that of a man aged 70, an operation for the 
insertion of radon into an extensive lingual carcinoma was 
performed. The patient was toxic, and was suffering from 
chronic bronchitis. Omnopon 1/3 grain and scopolamine 1/150 
grain were injected an hour before operation, when 8.5 c.cm, 
of evipan was given intravenously. Breathing became pro- 
gressively more shallow, and ceased about ten seconds after 
the completion of the injection. The face was cyanosed and 
the pulse became imperceptible. The insertion of an intra- 
tracheal catheter was followed by a sigh, and artificial respira- 
tion, which had been commenced before intubation, was 
discontinued. Breathing was irregular at first, but became 
rhythmic by the time carbon dioxide and oxygen were 
insufflated through the tube. Owing to the return of the 
cough reflex the tube was soon withdrawn, without any ill 
effect. 

At the end cf the operation the corneal reflex was brisk, 
and an hour later the pharyngeal reflex was also active. Six 
hours later the pulse became poor in volume, and the patient’s 
colour unsatisfactory. Intravenous coramine 2 c.cm. pro- 
duced a temporary improvement, which was maintained for 
a short while with carbogen inhalation. The pulse and 
respiration rates steadily rose, however, to 40 and 140 respec- 
tively (even after temporary discontinuation of carbogen) and 
the temperature to 101°. Breathing was bubbly, and some 
oedema at the lung bases was detected. Atropine 1/100 grain 
and digitaline 1/100 grain were injected intravenously, but 
the condition steadily declined. The patient died sixteen hours 
after operation, never having recovered consciousness. At 
post-mortem examination the chief pathological changes were: 
(a) carcinoma of the tongue ; (b) fatty myocarditis ; and (c) 
oedema and congestion of the left lung. Microscopical section 
showed (a) congestion of the spleen, (b) cloudy swelling of 
kidney and of heart muscle, and (c) a few necrotic areas in 
the lung. 

CasE IV 


A man, aged 56, of plethoric type, who had sustained several 
injuries through riding, was admitted complaining of sciatica. 
An epidural injection of novocain and manipulation was con- 
templated. The injection of evipan to secure anaesthesia was 
started in the usual way, and after 5 c.cm. the patient went 
an intense plum-blue colour, and after two or three sighing 
respirations ceased breathing. The injection was stopped 
immediately, the tongue was pulled forward, and some frothy 
mucus, which had collected in the mouth, was removed. 
Artificial respiration was begun, and in about half a minute 
the spasm of the glottis passed off and a normal evipan anaes- 
thesia supervened. The patient was unconscious during the 
time of the cyanosis, and remained so for a period of about 
ten minutes. 

Case V 

A woman of slight build, aged about 40, also suffering from 
sciatica, as in Case IV, was admitted to hospital for similar 
treatment. She also ceased breathing after about 5 c.cm. 
had been administered, and went a deep blue colour, An 
intratracheal catheter was not available, as the operation was 
being performed in the ward. The airway was cleared and 
artificial respiration started, and after a period of three or 
four minutes the spasm passed and she again breathed 
normally. Pituitrin and adrenaline were administered imme- 
diately without any obvious result. During the spasm the 
pulse was perceptible but very feeble. It is clear that the 
condition was one of glottic spasm and failure of the respiratory 
centre without involvement of the cardiac centre. 


The following complication is recorded by Drs. Landau 
and Wooley’® in a patient of 23, who was admitted for 
a minor operation. The patient complained of headache 
following the operation, which became severe on the third 
day, when the heart rate dropped to 40 and crowsiness 
supervened. No other abnormality was detected. The 
urine was normal. The patient was treated with atropine, 
adrenaline, and hypertonic intravenous glucose, which 
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caused the attack to become less severe. The pulse 
gradually rose to normal, and he made an uninterrupted 
recovery. 

In two of the preceding cases direct laryngoscopy 
revealed that the vocal cords were in abduction, while 
in Case I a Magill’s tube (passed transnasally) entered 
the larynx with the greatest facility, and could be seen 
in situ during operation. Artificial respiration demon- 
strated the patency of the airway in Cases I, I, and III, 
as the recommencement of respiration was immediately 
consequent upon laryngeal intubation and occurred before 
the catheter could be connected to the gas-oxygen machine. 
Cases IV and V, although not viewed by a laryngoscope, 
appeared to be conditions of glottic spasm which eventually 
yielded after prolonged. artificial respiration. The fact 
that the cough reflex returned so rapidly once breathing 
recommenced seems to suggest that a temporary inhibition 
of the respiratory centre occurred rather than any undue 
depression. Furthermore, stimulation of the vocal cords 
seems to have overcome this inhibition, and so enabled 
normal respiration to reappear in a perfectly satisfactory 
manner. In Case III death was partly due to respiratory 
failure, but several other factors contributed to this besides 
the previous administration of evipan. 


Fatalities under Anaesthesia 


A number of cases are on record of death following 
evipan anaesthesia, and for details of some of these we 
are indebted to Dr. G. H. Morrison. 


CasE I 


A man, aged 67, with extensive disease of the kidneys, 
myocardial degeneration, and bronchitis, was given 7 c.cm. 
of evipan for the excision of a growth of the knee. He died 
under the anaesthetic, and the verdict at the inquest was 
that ‘‘ Death was due to chronic heart and kidney disease, 
accelerated by evipan anaesthesia.’’ 


CaAsE IL 


This was a case of a young woman, aged 27, who was in 
hospital for appendicectomy. She was given 10 c.cm. of 
evipan, but died during the operation. The post-mortem 
examination showed a persistent thymus, and the verdict was 
“Death by misadventure.’’ 


III 


A man, aged 64, had chronic myocarditis, circulatory failure, 
oedema, and hydrothorax. Because of the toxaemia derived 
from his mouth, he was given 10° c.cm. of evipan for the 
extraction of eight teeth. The operation was decided upon 
in the faint hope that the extraction might keep the patient 
alive for a few more weeks. He died shortly after the teeth 
were taken out, and the verdict at the inquest was ‘‘ Death 
by misadventure due to syncope while under anaesthetic, to 
wit, sodium evipan.”’ 

Case IV 

A woman, aged 50, received the anaesthetic prior to an 
operation on the jaw for removal of some septic teeth. 
Respiratory and heart failure, which followed the injection, 
was obviously due to a far advanced pathological condition of 
the heart. The verdict was ‘‘ Death by misadventure.” 


Case V 

A woman, aged 60, had very severe rheumatoid arthritis. 
She was given 5 c.cm. of evipan before she fell asleep, where- 
upon a further 1 c.cm. was given in order to extract three 
very septic and painful teeth. She died at the conclusion 
of the operation, and a post-mortem examination showed 
extensive myocardial degeneration and a very advanced 
State of rheumatoid arthritis. The coroner's verdict was 
“Death by misadventure due to syncope while under evipan 
anaesthesia.’’ 


We are indebted to the Westminster Hospital for the 
Teport of the following case : 


Case VI 

A woman, aged 42, with four years’ history of bronchitis 
and asthma, was admitted to hospital three weeks before 
death with cardiac failure, which was secondary to her lung 
condition. Her physical signs on admission were dyspnoea, 
oedema of the ankles, liver enlargement, and dilated right 
heart. She improved considerably under treatment, and was 
due to be discharged on the day following her death. She 
had gross dental sepsis, and the physician in charge of her 
case decided that a clearance was necessary. Previous local 
injection of cocaine had prompted an alarming attack of 
asthma, so the anaesthetist decided to give her evipan, as 
there was now no palpable enlargement of the liver. 

Three c.cm. of evipan was administered into one. of the 
antecubital veins, the patient being in bed in the ward. She 
gave a typical yawn and then immediately showed signs of 
obstruction, with rapid and marked cyanosis. The injection 
was stopped, her airway cleared, and when her head was hung 
over the edge of the bed another breath was taken. By 
this time, however, she was pulseless, and in spite of 
carbon dioxide and oxygen, artificial respiration, intracardiac 
adrenaline and cardiac massage, she did not recover. Dr. 
John Taylor, at the post-mortem examination, found marked 
bronchitis, right-sided enlargement of the heart, and a nutmeg 
liver. A piece of tartar the size of a tooth had got lodged 
in the glottis, and in his opinion the inhalation of the tartar, 
presumably during the evipan yawn, had caused the spasm, 
and the effort at inspiration had proved too much for the 
already diseased heart. The condition here does not seem 
to have been caused primarily by evipan in view cf the 
small dose and the direct incitation to glottic spasm by 
the presence of a foreign body. 


Cutaneous Idiosyncrasies 


Although some papers state that a cutaneous wheal in 
animals has caused no irritation, in one case in our experi- 
ence, where evipan was administered to a fit p2tient 
(and some must have escaped from the vein during in- 
jection), the arm became swollen and a local abscess 
developed not unlike that which one experiences after 
leakages during the use of N.A.B. We have had experi- 
ence of another case of the same sort where actual 
suppuration did not occur, but the arm was tender and 
swollen for four or five days. The pain was readily 
relieved by antiphlogistine poultices and aspirin. These 
have been the only two instances in a large series, and 
it is interesting to note that in a batch of asthmatics, who 
were anaesthetized for the purpose of dental extractions, 
we have had no difficulty of this kind. 

Dr. G. A. Grant Peterkin"! reported the case of an 
anaesthetist who came to him with an intermittent rash 
on his hands and fingers. It took the form of a papulo- 
vesicular eruption. From the history this was thought 
to be a contact dermatitis, and, after several cutaneous 
tests, was found to be Cue to contact with sodium evipan 
solution. The anaesthetist remembered cutting himself 
while making up the solution from the glass ampoules. 
So far as we know this is the only case of the sort that 
has occurred. 


Miscellaneous Uses 


We have used evipan therapeutically in cases of chorea, 
and one of us has reported an instance in the Lancet.'? 
The patient is usually a child, and the doses are given 
daily up to 5 c.cm. We have had no untoward experience 
with this condition ; 1/2 c.cm. produces drows:ness but 
not sleepiness in a child of 8, while 1 c.cm. usually effects 
temporary anaesthesia. 

Evipan was also used by one of the authors (G. S.) under 
the following circumstances. 

A patient, about 45, who suffered from a severe head wound 
contracted during the war, was constantly liable to attacks of 
Jacksonian epilepsy. He was well known to the ambulance 
men of the hospital, and these attacks frequently lasted for 
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over an hour, and were associated with great emotional dis- 
turbance, shouting, and other evidence of cerebral irritability. 
On one occasion, while we were doing out-patients, this man 
was brought into hospital in a typical state of epilepsy ; four 
attendants were necessary to hold him down, and he was 
very violent and twitching all over. He was given 10 c.cm. 
of evipan intravenously and his condition quieted at once 
into normal evipan sleep ; on recovery, about an hour later, 
he was far less excited and almost normal. 


This is the only case so far in which opportunity has 
occurred of using this drug in this way, but it would 
seem to indicate further possibilities for exploration. 
Doses of 5 to 10 c.cm. have also been used with success 
in cases of renal and gall-stone colic. 


Conclusions 


Sodium evipan in the majority of cases can be con- 
sicered a safe anaesthetic. It should not, however, be 
administered single-handed, in view of the possibility of 
respiratory spasm, or of obstruct’on of the airway, which 
may occur while the doctor’s attention is engaged else- 
where. Evipan can be repeated on several occasions 
without ill results ; it is not advisable to follow the in- 
jection with chloroform ; gas and oxygen being the ideal 
or, where thought necessary, ether. 

Premedication with omnopon and scopolamine is a 
useful adjunct to anaesthesia, and, owing to the high 
therapeutic quotient of the evipan, and its rap:d detoxica- 
tion, does not carry with it the usual dangers so popularly 
ascribed to the clandestine association of morphine with 
the other barbiturates. As Moncrieff'* po'nts out, how- 
ever, the double depression produced by the combination 
of morphine and drugs of this type may cause respiratory 
failure, and we strongly deprecate preliminary sedation 
in patients who are bad anaesthetic risks. It would 
appear that the most valuable treatment in cases where 
respiratory depression has supervened would be the in- 
halation of a mixture containing oxygen and 7 per cent. 
carbon dioxide,’* though in a case above described this 
proved of no avail. Artificial respiration of itself is un- 
likely to be useful because carbon dioxide is washed out 
of the lungs ; in combination with the above-mentioned 
inhalation, however, this difficulty is remedied. Although 
we have as yet had no experience with alpha-lobeline, we 
have not been impressed with the efficacy of stimulants. 
In those cases where we used coramine, it produced at 
most a temporary improvement, although given by the 
intravenous route. It is significant to note that, in the 
fatalities reported, the patients have been extremely ill, 
and most of them have died of respiratory failure. 

Four pract-cal points that seem to be evolved are as 
follows : 

1. To avo'd using the drug in cases of severe liver 
embarrassment, because detoxication cannot occur 
efficiently. 

2. Where there is any question of Cepression of the 
respiratory centre—for example, in operations for cerebral 
tumour, or severe lung conditions—evipan would seem to 
be contraindicated. 

3. In cases where evipan is contraindicated, but after 
careful weighing of risks it is thought to be the safest 
method of anaesthesia, it should be given alone without 
reinforcement by other drugs; the Cosage should be 
cautious, and a preliminary inject-on of atropine should 
be administered with a view to counteracting the tendency 
to oedema of the lung. 

4. Facilities shouid be at hand to administer oxygen 
and carbon dioxide mixtures (‘‘ carbogen ’’) containing a 
minimal pr portion of 7 per cent. CO, either by mask 
or, where necessary, via an intratracheal catheter in cases 
which are considered to be bad anaesthetic risks. 
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INJECTION TREATMENT OF COMPLETE 
RECTAL PROLAPSE 
WITH REPORT OF TWO CASES 
BY 
ARTHUR S. MORLEY, F.R.C:S. 


The treatment of ordinary haemorrhoids by submucous 
injection of carbolic acid in almond oil has become a 
well-recognized and ordinary procedure, and since I intro- 
duced this particular technique into England in 1928! 
it has been very extensively adopted. I notice, how- 
ever, that many writers upon the cubject still emphasize 
the importance of a very careful selection of cases, and 
many of them have said that cases of haemorrhoids with 
marked prolapse requiring digital reposition are unsuit- 
able for any treatment short of operation, except as a 
palliative. I have always dissented from this view, and 
have treated a very large number of such cases by 
submucous injection with gratifying success. 

I describe below some cases of complete prolapse of 
the whole rectal wall which I have treated by means of 
injection, and I urge that a conscientious trial of this 
method should be made by other rectal surgeons before 
cubmitting patients to one of the ordinary operations 
for rectal prolapse. All operations for rectal prolapse 
are severe, and all are very liable to failure. It follows, 
therefore, that if there is a less dangerous and less drastic 
method of treating patients suffering from this distressing 
condition it is worthy of trial, even if the relief it gives 
is only temporary. One of the greatest advantages of 
treatment by injection is that it is an ambulatory method 
—that is, it does not necessitate any confinement to bed. 

Of operations for rectal prolapse one of the most 
generally employed is that of Lockhart-Mummery. In 
describ:ng his operation? Lockhart-Mummery writes: 

“Treatment After Operation.—The wound is dressed twice 
daily and fresh dressings applied, but the packing is not 
removed for a week. At the end of this time an anaesthetic 
is given and the packing removed, and a fresh lot of gauze 
introduced. . . The wound should not be allowed to heal 
under three weeks ; in fact, the more slowly it heals the 
better the result. The bowels are kept confined until the 
seventh day after operation, when they are relieved by an 
enema before the removal of the packing ; after this they 
are opened daily with an enema, a slipper bed-pan_ being 
used. The patient is not allowed out of bed for six weeks, 
and not allowed to sit up for an action of the bowels for 
two months at least. It is most important, in view of the 
large area of cellular tissue opened up, that there should 
be no sepsis at the time of the operation, but sepsis later 
is almost certain to occur after the removal of the packing, 
and is of no consequence ’’ [sic]. ‘‘ The slower the wound 
heals, and the more fibrous tissue involved, the better the 
result. Out of a total of thirty-two cases there have been 
only five failures ’’ [that is, a recurrence rate of over 15 per 
cent.], “‘and two of these were permanently cured by re- 


peating the operation.’’ 
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Most people will not look forward with pleasure to 
such a programme as this, and, if one can tell a patient 
honestly that there is any hope of avoiding such a 
prospect by means of injection, I doubt whether one ts 
to be found who would not cheerfully accept the risk 
of recurrence in order to do so—more especially if he 
js told that there is at least some risk of recurrence even 
after the most skilfully performed operation. 

Of the other methods of operation for prolapse—by 
means of linear cauterization of the rectal wall, White- 
head’s operation, sigmoidopexy and excision of a portion 
of the bowel with end-to-end anastomosis—all have the 
same grave objections from the patient’s point of view. 
All involve long confinement to bed, all have a very 
definite mortality rate, and all have quite a high per- 
centage rate of recurrence and failure. In elderly patients 
most surgeons would hesitate to recommend such opera- 
tions, because for them the risk is very real. 


Case Records 

Case 1.—In October, 1929, I saw a lady, aged 58, who 
nad suffered from rectal trouble for eighteen years. It had 
commenced with the ordinary symptoms of haemorrhoids— 
bleeding after defaecation, followed shortly by prolapse, at 
first after defaecation only and then by prolapse on walking, 
exertion of any sort, and even on sneezing. Gradually a 
condition of complete incontinence of faeces had developed. 
When I saw her she was in a wretched condition ; her clothes 
were always stained with faeces, mucus, and blood, there 
was considerable emaciation, and she was extremely depressed. 
Perhaps fortunately for her, there was considerable constipa- 
tion. On examination, the sphincter was quite lax, and it 
hardly contracted when she was asked to grip the examining 
finger. The anus looked almost as if a Whitehead’s operation 
had been performed upon it. On straining, about 34 in. cf 
the whole bowel wall prolapsed completely. The speculum, 
when introduced, practically ‘‘ dropped in.’’ She had some 
extremely large internal haemorrhoids, extending for some 
two inches up the rectum. The mucous membrane was 
ulcerated and inflamed from friction against her clothing. 

She absolutely declined to submit to operation, so with 
considerable hesitation I consented to see what I could do 
for her by means of injection. When she came for her 
second injection at the end of a week she reported that, 
though there was still slight prolapse, there was marked 
improvement, that she had much more control over defaeca- 
tion, and that she had had no inconvenience from the treat- 
ment excepting slight pain for four hours after it. After 
the second injection she reported that there was no further 
prolapse at all, in spite of some exercise, but she still had 
some loss of control if the motions were liquid. She had 
five injections at weekly intervals, and after that she reported 
that she felt better than she had done for years, and there 
had been no prolapse from after the second injection, although 
there was still slight incontinence for liquid motions. Her con- 
stipation was being regulated by means of Kaylene-Ol, and 
she had been told to endeavour to adjust the dose so as 
to keep the motions formed. In this way she was able to get 
about in comfort, but she was not able always to control 
flatus. I found that all the piles were quite hard and 
small, the rectal wall was holding up perfectly, but the 
sphincter was still very lax. 

She returned in September, 1930—eleven months later— 
Teporting that up to the previous May and June she had been 
perfectly comfortable. Since then there had been a return 
of the lack of control of flatus, and, to a less extent, of 
liquid faeces, and more recently there had been slight prolapse 
on defaecation. Her weight was steady and_ satisfactory. 
I found no definite haemorrhoids, but the rectal mucosa 
was again lax and voluminous. She had four more injections, 
after which she said that she was ‘‘ extraordinarily better,’’ 


and that there was no prolapse or leakage even during an 
attack of diarrhoea. She came again in May, 1931, com- 
plaining of slight return of incontinence of flatus and liquid 
faeces, and I found that there was still no trace of piles, 
but that the anterior rectal wall prolapsed slightly on strain- 
ing, and the sphincter remained very lax. She had one 
Injection then and another on her next visit to London a 


month later. I urged her to undergo a plastic operation to 
repair the sphincter and to narrow the anus, but she would 
not consent to do so. 

Her next appearance was exactly a year later, when she 
said that she had remained well again for six months and 
that after that the prolapse had reappeared and had been 
gradually increasing ; she had been a little incontinent again 
for the past two months. I again found a complete absence 
of haemorrhoids, but the mucous membrane was again loose 
and voluminous. I gave her three further injections. After 
that she remained well until March, 1933, again reporting 
a slight relapse after six months of complete comfort. She 
had three further injections. I had a satisfactory report 
from her in June of that year. 

I fear that she is likely to have further -relapses, but she 
is prepared to face these and to have further injections, 
rather than even to undergo a somewhat unimportant plastic 
operation to narrow the anus. Throughout the whole series 
of injections the only trouble and complications that she 
experienced were occasional pain for four to six hours after 
injection, and on two or three occasions some pyrexia for 
twenty-four hours after treatment. 

Case 2.—An unmarried woman, aged 75, had had rectal 
trouble for seven or eight years—gradual loss of control over 
the bowel, considerable mucous discharge, very occasional 
bleeding and prolapse, the onset of which coincided with 
the appearance of the incontinence. She had been previously 
diagnosed as ‘‘ colitis and prolapse,’’ and advised that she 
was too old for any radical operation. Colonic irrigation 
produced some temporary benefit, but never real relief, either 
to the prolapse or to the incontinence. 

On April 20th, 1933, I found the sphincter extremely lax, 
but fairly active. There were some moderate-sized internal 
haemorrhoids, and a huge prolapse of the whole bowel wall 
when she strained. The mucous membrane was very lax for 
the lower six inches. I injected this all round as high up as 
it extended, and also injected her haemorrhoids. At her 
next visit she reported that she was “‘ greatly relieved.” 
There was no prolapse after walking, but still a little after 
defaecation ; the mucous discharge had ceased, and the in- 
continence was less. After her third treatment the prolapse 
had entirely ceased, even after defaecation, but there was 
still slight lack of control. At her fifth visit she reported 
herself quite comfortable, and stated she had spent three 
hours at a flower show without discomfort or fatigue. After 
that she went to stay in Scotland for three .weeks, but I 
saw her again in June and gave her two more injections. 
She had no return of the prolapse, her bowels were acting 


less erratically, and she had less incontinence. I saw her 
twice again in August, and there was no return of the 
prolapse, but still incontinence of liquid faeces. On 


November 8th the patient wrote to me from South Africa 
that she was keeping perfectly well. She added: ‘‘ The 
control is very much better. I have recovered from a pretty 
severe cold and cough, but now coughing does not trouble 
me at all.”’ 

It is too soon after six months to claim this case asa 
‘cure ’’’—indeed, I rather anticipate that there will be a 
recurrence sooner or later. However, if there is any tendency 
to relapse, she will have a few more injections, and, I hope, 
another year’s relief. 

Discussion 


In both of these cases there was quite definite prolapse, 
not merely of internal haemorrhoids, but of a considerable 
length of the whole rectum. Both had toneless sphincters 
with obliteration of the anal canal, and both of them 
complained chiefly of incontinence of faeces. I do not 
suppose that complete relief will be permanent in either 
case—indeed, the first of these patients has been coming 
annually since 1929. 

The technique differs slightly from the method of in- 
jection of internal haemorrhoids with phenol in almond 
oil which I described in 1928, in that for the high injection 
in true rectal prolapse one aims at inserting the needle 
slightly deeper than the submucous tissue. It should be 
introduced deeply enough to reach the muscular coat. 
If this is done successfully the swelling produced by the 
oil in the submucous tissue does not appear to the same 
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extent, and the “‘ striation sign ’’ that enough has been 
injected at any particular spot does not occur. One is 
reduced to guess at the correct amount. I have usually 
injected 2 to 3 c.cm. at each puncture. The aim is to 
inject all round the rectal wall. After two or three 
treatments, if one feels the rectum from the vagina, the 
whole bowel feels hard, and the sensation closely resembles 
that produced by an annular carcinoma of the rectum 
when felt from the vagina. All this thickening dis- 
appears some three or four weeks after the completion 
of the treatment. This inflammatory process results in 
close adhesion of the mucous and submucous coats to 
each other and to the muscular coat. This in itself 
prevents the bowel wall from prolapsing, and, moreover, 
the submucous space being more or less obliterated, the 
main haemorrhoidal vessels which feed the piles are 
compressed and the haemorrhoids are cured in that 
way. 

This method of treating true prolapse, like the sub- 
mucous injection of haemorrhoids, was first carried out 
in the United States. Considering how unsatisfactory 
the treatment of this condition by operation has proved, 
I hope that others will give their patients the option at 
least of trying injections before resorting to more drastic 
operations, with their discomforts, dangers, and un- 
certainties. 
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ADDISON’S DISEASE DUE TO MALIGNANT 
INVOLVEMENT OF THE SOLAR PLEXUS 


BY 


FRANKLIN BICKNELL, B.M., B.Cu.Oxon 


MEDICAL REGISTRAR, ST. THOMAS’S HOSPITAL 


It is generally stated in textbooks that one of the rarer 
causes of Addison’s disease is the involvement of the solar 
plexus and semilunar ganglia by malignant growth. 
Rolleston' says: 


‘“ There are cases in which symptoms like those met with 
in Addison’s disease are found in association with alteration 
of the semilunar ganglia or abdominal sympathetic, the supra- 
renals appearing healthy. Thus the solar plexus and semi- 
lunar ganglia have been surrounded by lymphadenomatous 
growth, whilst the suprarenals were found to be intact.’’ 


However, very few such cases have been recorded in 
the literature. Addison’s tenth case was probably of this 
nature, but after the collection made by Lewin,? who 
found healthy suprarenal glands in 12 per cent. of cases 
reported in the literature up to 1892, I have not been able 
to find such a case. Rowntree and Snell,* after reviewing 
the work of the Italian clinicians Pende and Varvaro,‘ 
state: ‘‘ One may infer that there is a possibility of 
functional suprarenal insufficiency depending on_ inter- 
ference with secretory nerves to the gland ; however, we 
have not observed such a case in our series.’’ Neither 
was any such case reported by Conybeare and Millis.* 

The following case, besides the fact that the symptoms 
were presumably due to involvement of the solar plexus, 
and not the capsule, by malignant growth, is also of 
interest as regards the darkening of the hair and the high 
blood sugir. 

Sir W. Wiikes® stated that only one or two cases were 
recorded where the hair had darkene1 in Addison’s disease, 
and though it is stated? that ‘‘the hair often becomes 


darker,’ this is not a symptom which I have found recorded 
in any individual case. 
low or well within normal limits’ * ; 
as high as 0.137 per cent. 


The fasting blood sugar is usually 
not, as in our Case, 


Case Record 


The patient, a man of 50, was first seen at the end of 
August, 1933. His family history was entirely uninteresting 
and his own past history was uneventful. He only remem. 
bered having measles, and becoming very freckled as a child 
in the summer. During the war he served in France, and 
since then had been a caretaker. 


History.—Some time in 1930 he began to get epigastric pain 
after his meals: this pain was relieved by alkalis, and did not 
seriously worry him, although it never completely disappeared, 
In April, 1933, he noticed that he was more sunburnt than 
usual, and at the same time his abdominal pains became more 
severe and different in character. He got steadily worse 
until the end of August. His face, hands, and forearms grew 
progressively darker in colour ; his body as a whole did not 
become pigmented, save to a slight degree over his abdomen. 
The whites of his eyes and carunculae he noticed remained 
normal. His nipples and genitalia became a deep black. His 
hair and moustache, which had been turning grey, became 
much darker, ‘‘ as if he were becoming younger.’’ There also 
appeared small discrete dark spots over his trunk and arms, 
Periodically the pigment grew much more intense, and then 
lighter again, so that ‘‘ his face was copper-coloured, or like 
a negro.’’ These sudden increases in pigmentation were 
always associated with severe abdominal pains, lasting about 
half an hour, relieved by bringing up wind, and not related 
to food or exercise. He also became progressively weaker, 
so that by August he had to stay in bed. He quite lost his 
sense of taste and smell—chicken, fish, and bread all tasting 
the same—while everything appeared to have an earthy smell. 


Progress.—In September he began to feel much better, 
He was becoming almost normal in colour, his abdominal 
pains were less, and he felt he could work. An x-ray, taken 
at this time, showed a small lesser-curve ulcer. He returned 
to work for a week, but had to stop, as he began to have 
severe pains and vomiting. The pain became much less, 
but the vomiting continued, generally preceded by nausea, 
but leaving him feeling quite well afterwards. It had no 
relation to his meals. Late in November he was admitted to 
hospital. 

Examination.—He was well covered, in spite of having lost 
2 st. in the last six months. His skin was of a uniform dark 
yellow-brown, with darker discrete spots. The palms of the 
hands were pale, with the creases dark brown. The nails 
were normal. Pigment began sharply at the wrist. His hair 
was a mixture of black and grey. His moustache and 
axillary hair were dark brown. He stated that originally his 
moustache had been grey. There was a dark line on the 
buccal mucosa opposite the crowns of the teeth. Pigmenta- 
tion was most intense over the arms, face, and genitalia. 
A biopsy on a piece of his pigmented skin showed no free 
iron. His cardiovascular system was normal. His blood 
pressure was 144/98 mm. Hg on admission, falling to 96/57 
mm. two weeks before his death. His blood count was 
3,760,000 red cells, with a colour index of 0.5 ; 13,000 white 
cells, 87 per cent. polymorphs, 10 per cent. lymphocytes, 
3 per cent. large hyalines. In the epigastrium a mass of 
indefinite outlines could be palpated: it was thought to be 
a gastric carcinoma. His gastric juice contained blood, and 
no free HCl until after an injection of histamine, when 0.168 
per cent. of free HCl was present. The faeces contained 
large quantities of occult blood. The x-ray of his stomach 
suggested a neoplasm. An x-ray of the suprarenal areas was 
negative. Clinically and by x rays his chest was normal ; his 
nervous system and urine were normal ; the blood urea was 
42 mg. per 100 c.cm., and the Wassermann reaction was 
negative. Fasting blood sugar was 0.137 per cent. While 
in hospital the patient’s condition steadily deteriorated, 

Asthenia was pronounced from the date of admission, and 
became so marked that he could scarcely move or speak. 
Vomiting was incessant. He died on December 30th, 1933. 

Post-mortem Findings——1 am indebted to Dr. J. L. 
Edwards for the following report on the necropsy. The patient 
showed emaciation and extreme pigmentation of a brownish 
type, mainly of exposed parts. The adrenals appeared normal. 
There was no evidence of malignancy, tuberculosis, Of 
atrophy, but a large mass of carcinomatous glands pressed 
directly on to the coeliac plexus. The brain appeared normal. 
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CLINICAL MEMORANDA 


The lungs showed confluent bronchopneumonia, with recent 
pleurisy on each side. The stomach showed a large ulcer, 
about 2 in. in diameter, immediately on the stomach side of 
the pylorus, which was clearly malignant, with large masses 
of secondary glands and many secondaries over the whole 
abdomen. ‘The liver and spleen showed no secondary deposits. 
The kidneys appeared normal for the age. The heart showed 
slight ventricular hypertrophy. The parotid on the left side 
showed suppurative parotitis. 


I wish to express my thanks to Sir Maurice Cassidy for 
permission to report this case. 
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Clinical Memoranda 


VARICELLA COMPLICATED BY TETANISM 


During recent years attention has been drawn by P. 
Bérode,' J. Hallé, EF. M. Fry,’ P. Mihlenkamp,* 
Laignel-Lavastine,* and other investigators to the occa- 
sional incidence of nervous symptoms as complications 
of chicken-pox. As a rule, however, the disease runs 
so mild a course that even practitioners with experience 
of numerous epidemics have never encountered mani- 
festations of this character. For that reason alone i 
feel that the following case is worthy of description. 

The patient, a boy aged 44, was brought to my surgery 
on April 14th, 1934. Chicken-pox was .then epidemic in 
this area, and, after inspecting the typical eruption which 
the child exhibited, my colleague had no difficulty in reach- 
ing a diagnosis. On the following evening I was sent for 
urgently, because the patient had ‘‘ gone stiff all over.”’ 
To mv surprise I found him lying with his back arched 
over a pillow, which was being supported by his anxious 
parents. The muscles of the neck, spine, and limbs were 
in a state of tonic spasm, and the whole posture was as 
truly opisthotonic as that encountered in tetanus or strych- 
nine poisoning. 

When lifted he remained as rigid as a board, and when 
set upon his heels he was able to stand with the spine hyper- 
extended. Without encouragement he even walked a few 
steps in a shuffling spastic fashion. During temporary relaxa- 
tion of the spasm I found that his knee-jerks were equally 
increased, and that there was a bilateral knee- and ankle- 
clonus. In addition, he exhibited marked trismus, and the 
angles of his mouth were drawn down. There was no 
elevation of the eyebrows, however, to complete the picture 
of a risus sardonicus. 

The child was perfectly rational, he was not unduly alarmed 
by his condition, and no aggravation of symptoms followed 
my examination. 

On the third day of the illness lumbar puncture was per- 
formed, and although a manometer was not used, increased 
tension was obvious from the spouting of the cerebro-spinal 
fluid. The specimen was examined under the auspices of 
the Welsh National Memorial Association ; it was sterile, and 
no abnormalities were detected. On the seventh day of the 
illness, as little cr no improvement had occurred, lumbar 
puncture was repeated, and the fluid was still found to be 
under pressure. Twenty thousand units of antitetanic serum 
were administered intrathecally. Again laboratory investiga- 
tion gave no hint as to any causative factor. On the ninth 
day of illness fluid was once more withdrawn and a further 
injection of antitetanic serum made. 

On the eleventh day the pressure of the cerebro-spinal 
fluid was distinctly lessened, and in view of the following 
Teport which had been obtained no serum was administered: 
“Clear colourless fluid, in which nine cells per cubic milli- 
metre were counted. Seven of these were lymphocytes and 
the remainder monocytes. On centrifuging the fluid yields 


a very small, granular sediment, films from which show a 
few lymphocytes and occasional monocytes. By Ziehl no 
acid-alcohol-fast bacilli were seen. Globulin and sugar con- 
tent were normal. The slight increase of cells may possibly be 
due to meningeal irritation as the result of serum therapy.’’ 

On the tenth day of illness smoky urine was voided, and 
haematuria gradually increased until the urine was blood red. 
This symptom had disappeared entirely by the fourteenth 
day. Muscular spasm commenced to diminish on the twelfth 
day, and from then onwards recovery was rapid. 

Throughout the illness there was a complete absence of 
oculomotor disturbances and of changes in the fundi. The 
child did not vomit or suffer from constipation. At the 
present time he is in normal health and, mentally, as alert 
as before his illness. ; 

This case is no exception to what appears to be the 
general rule in such complications of varicella—that in 
spite of the alarming initial features complete recovery 
almost invariably occurs. It differs from the bulk of 
those already described in that the symptoms were essen- 
tially tetanic rather than meningitic or encephalitic. 


Neath. Tuomas Imrie, M.B., Ch.B. 
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CONCURRENT EXTRAUTERINE AND INTRA- 
UTERINE GESTATION 
The following case is considered worthy of record because 
of its rarity. 

A woman, aged 30, was admitted under my care to the 
General Hospital, Barbados, on April 15th, 1934. She com- 
plained of great swelling of the lower extremities and said 
that she was nearly five months pregnant. She had had one 
child eight years ago, otherwise her history was negative. 
On examination she was found to be rather pale, and greatly 
swollen from the pelvic girdle downward. Blood pressure, 
145 systolic, 95 diastolic ; temperature, 99.69 F. ; pulse, 100 ; 
respirations, 20. The heart was normal. The urine was clear, 
and contained a mere trace of albumin. 

The abdomen was about the size of a seven months preg- 
nancy, hard and lobulated. Examination per vaginam showed 
a smooth, painless tumour filling the pouch of Douglas an.| 
extending down to within two inches of the vulva. The 
cervix could not be felt either per vaginam or per rectum. 
Bimanually two tumours could be felt in the abdomen, cone 
in the midline up to the umbilicus and the other in the left 
upper quadrant of the abdomen. 

At laparotomy, on April 18th, the bladder bulged into the 
wound as high up as an inch below the umbilicus, and was 
adherent to the anterior abdominal wall. A catheter was 
passed with some difficulty, and 60 oz. of foul-smelling 
ammoniacal urine was drawn off from two large loculi in the 
bladder. 

The uterus was found lying below the spleen, freely mobile, 
about eighteen weeks pregnant, and perched upon a large 
pelvic haematocele, whicn filled the pelvis and contained a 
foetus of about eighteen weeks’ gestation, complete with 
umbilical cord and placenta. This foetus had been aborted 
through the fimbriated end-of the right tube. The haemato- 
cele and foetus, etc., were removed, together with the right 
tube and ovary, and the abdomen closed. The patient is 
making an uninterrupted recovery. 

The points of interest appear to be: (1) Failure of 
repeated catheterization with a metal catheter to empty 
a bladder which was chronically distended and loculated. 
(2; The practically normal character of the urine passed 
naturally or obtained by a catheter before operation. (3) 
The extreme degree of swelling of the lower extremities 
due to pressure on the pelvic veins. (4) The rare associa- 
tion of intrauterine and extrauterine pregnancies of 
approximately the same period of gestation. 

H. Grey Massian, M.A. M.D., C.M. 
Surgeon, General Hospital, Barbades. 
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Reviews 


TREATMENT OF SYPHILIS 


The Modern Treatment of Syphilis," by Dr. J. EaRte 
Moore, gives a very full account of the methods and 
drugs in current use ; the text is supplemented by a 
number of tables, in many of which brief statistics are 
clearly set out showing the reader at a glance what the 
author intends to convey ; a particularly valuable one is 
Table VIII (p. 29), where the author gives the prognosis 
of adequately treated syphilis in all its various stages. 
The question of immunity is discussed very ably, though 
the author admits that its mechanism is not understood 
thoroughly ; and great stress is laid on the necessity of 
continuous treatment in early syphilis up to the point of 
complete sterilization. 

The four types of anti-syphilitic drugs—arsphenamines, 
bismuth, mercury, and iodides—are reviewed, and an ad- 
mirable account is given of the reactions which may be 
caused by the first-named ; jaundice is said to represent 
probably ‘‘ an acute infectious disease in a patient whose 
liver function is subject to the added strains of syphilis 
and of metabolizing arsphenamine.’’ In early syphilis 
a strong preference is shown for the original ‘‘ 606 ’’ over 
the ‘‘neo’’ group: in late syphilis this is not stressed ; 
sulpharsphenamine has been discarded except for young 
patients and those with difficult veins, on account of its 
tendency to cause dermatitis. Of the bismuth prepara- 
tions the insoluble are recommended, and more particu- 
larly the salicylate. The intramuscular injection of 
mercury is deprecated: where this drug is used the 
inunction method should be employed. 

Dr. Earle Moore regards the treatment of early and 
late syphilis as two very different problems. In the 
former, one may treat the disease—in the latter, one must 
treat the patient. With adequate treatment 90 to 100 
per cent. of cures may be obtained in the former ; in 
the latter it is rather a question of checking the progress 
of the disease. There is a full discussion of the relative 
merits of ‘‘ continuous ’’ and ‘‘ intermittent ’’ treatment ; 
the author holds strongly to the former, and in general 
treats his patients with alternating series of injections 
of arsphenamine and heavy metal ; in the case of early 
syphilis, however, he has been driven to modify this owing 
to the high incidence of neuro-recurrence, and uses 
arsphenamine and heavy metal concurrently at first. 
The real point at issue is—which is the more continuous 
form of treatment, alternating courses of arsphenamine 
and bismuth with no rest periods, or a series of arsphena- 
mine and bismuth injections given concurrently with 
rest periods? On reflection it is clear that the latter is 
the more continuous if the rest periods are not pro- 
longed, because all or nearly all the arsphenamine is 
eliminated some days before the next dose is given (when 
the interval is, say, a week), whilst the excretion of an 
insoluble bismuth salt extends over a very long period. 

It is in the management of late syphilis—including 
latent, benign, mneuro-, cardiovascular, visceral, and 
ocular syphilis—that the author is at his best. The 
purpose of treatment is first symptomatic relief and 
secondly consolidation of the gain to maintain the patient 
in good health. In such cases the type and amount of 
treatment must depend on a number of factors—the 
part or organ involved, the age and condition of the 
patient, and the presence or absence of complicating 
diseases such as tuberculosis. For neurosyphilis the 
three methods of choice are tryparsamide, fever therapy, 


? The Modern Treatment of Syphilis. By J. E. Moore, M.D. 
London: Bailliére, Tindall and Cox. 1934. (Pp. 535; 41 figures. 
22s. 6d.) 


and subdural treatment. The author considers that 
malaria is far and away the most efficient fever-producing 
remedy (especially in paresis) and that other methods 
should only be adopted when there is some definite 
contraindication to it; he deprecates the fashion of 
exhibiting over-enthusiasm for each new method, such 
as diathermy, till it has been proved superior to malaria, 
He is a great advocate of subdural treatment in certain 
types of neurosyphilis—notably primary optic atrophy 
and intractable lancinating pains—using arsphenamized 
serum prepared somewhat according to the technique of 
Swift and Ellis. 

A chapter on the interpretation of serologic tests js 
included. If others would take as sensible a view as 
the author less would be heard about the fallibility of 
reactions and discordance of results, and criticism of the 
Wassermann reaction and flocculation tests would be 
more intelligent. In general the teaching is thoroughly 
sound, but many syphilologists, in this country at any 
rate, will strongly disagree with the so-called continuous 
treatment, preferring the concurrent use of arsphenamine 
and heavy metal ; whether the advantages of using the 
original ‘‘ 606 ’’ outweigh its disadvantages is a moot 
point. The book is a mine of information and is well 
produced, but there are far too many grammatical errors. 
There is a representative bibliography. 


A KEY TO MODERN RESEARCH 


Up to within comparatively recent times the progress of 
physical science related in the main to matters with which 
everyone was familiar, such as energy, heat, and move- 
ment. To-day the general reader has few points of con- 
tact with the entities with which physical science deals, 
and if he is to assimilate the results of modern research 
at all it is necessary that he should obtain some insight 
into these entities themselves, without much assistance 
from common knowledge. Such works, therefore, as 
Mr. J. G. CRrowTHER’s Progress of Science,’ in which 
the reader is directly introduced to these entities in 
language divested as far as possible of technical terms, 
are now almost indispensable to those aiming at even a 
moderate degree of general culture. 

Mr. Crowther gives a topical interest to some of his 
subjects by connecting them with the various institutions 
at which they are studied, such as the Cavendish Labora- 
tory at Cambridge, the Institute of Theoretical Physics 
at Copenhagen, the Physico-Technical Institutes at 
Kharkov and Leningrad, adding to his descriptions 
details concerning the scientists who work at those 
institutions. The author describes many of the most 
important recent discoveries in physics, astronomy, 
chemistry, and biology, together with the steps that have 
led up to them. In the physical section are included 
the discovery of the neutron (the neutral elementary 
particle consisting of proton and electron in close contact), 
the discovery of the means of disintegrating atoms by 
artificial methods without the employment of radio- 
active substances, and the discovery of cosmic rays and 
the positron or positive electron. In the astronomical 
section are discussed the theories of the expansion of the 
universe and stellar evolution ; in the chemical section, 
heavy hydrogen, its properties and importance. 

Of more direct interest to the pathologist are the 
chapters describing mitogenetic radiations, Spemann’s 
studies on the organizing power of embryonic tissue, and 
the chapter on heredity. The Russian scientist Gurvitsch 
discovered that vegetable cells undergoing mitosis emit 
rays resembling those of ultra-violet light ; these possess 

2 The Progress of Science: An Account of Recent Fundamental 
Researches in Physics, Chemistry, and Biology. By 
Crowther. London: Kegan Paul, Trench, Trubner and Co., Ltd. 
1934. (Pp. 304; 31 figures, 11 plates. 12s. 6d. net.) 
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the remarkable power of stimulating the rate of division 
of the cells in neighbouring vegetable structures, and 
hence have been called ‘‘ mitogenetic.’’ What. signift- 
cance they may have in biological processes has yet to 
pe ascertained, but it has been suggested that they may 

ibly have the important property of causing gene- 
mutation. The chapter on human heredity deserves 
careful study from those who advocate selection and 
sterilization as a means of eradicating hereditary disease. 
According to the author, policies for the social control 
or sterilization of persons of moderate degrees of mental 
defect cannot at present be founded on solid scientific 
knowledge ; and while there is good evidence for the 
desirability of the compulsory sterilization of some few 

ons suffering from certain extreme and very definite 
disorders, there is no good scientific evidence for the 
sterilization of large social groups. A chapter on per- 
nicious anaemia is added as affording a good example 
of the value of animal experimentation in the advancement 
of medical science. 


URINARY INFECTIONS 


Mr. CLirFoRD Morson had a difficult task in compressing 
a description of urinary infections into the space of a 
pocket monograph.* He has succeeded in getting round 
the whole subject, though this involved a considerable 
loss of detail. He has wisely avoided alternative methods 
of treatment, and has thus been able to give more space 
for symptomatology. 

After describing the method of taking and examining 
a specimen of urine, the author enumerates the more 
common organisms found, and then discusses the paths 
by which infections spread within the urinary tract. 
The following chapters are devoted to acute colon 
bacilluria, chronic colon bacilluria, urinary tuberculosis, 
genital tuberculosis, coccal infections, infection and renal 
function, stone, urinary infections in childhood, and pre- 
vention and treatment of post-operative infection. It is 
almost impossible to discuss these varied topics ade- 
quately in a book of 76 pages, and the author has rather 
handicapped himself by attempting to cover so large a 
subject within so small a compass. 


FRENCH PAEDIATRICS 


With volumes iv and v, now published, the new 
French treatise on diseases of children, edited by Pro- 
fessor P. NosEcourt and Dr. L. BABONNEIX, is complete, 
and the high standard set by the earlier sections has been 
well maintained. The fourth number of the series begins 
with the concluding sections on disorders of the digestive 
apparatus, and apart from this is mostly occupied by 
sections on the genito-urinary system, on affections of 
bone, of the skin, eyes, and one on psychiatry. There 
is also an interesting section on poisoning, including a 
surprising ten pages concerned with alcoholism in child- 
hood! The various disorders of bones are particularly 
well described, and are the best feature of this volume. 
The concluding book deals with neurology and with 
therapeutics. | Dr. Pichon describes ‘‘ pink disease ’’ 
under the usual French name of “ infantile acrodynia ”’ 
and puts forward a claim that the disorder was first 
described by Selter of Solingen in 1903. The section on 
treatment is very comprehensive, and includes, besides a 
description of drugs (where national differences decrease 
the utility), biological methods, physiotherapy, climato- 
therapy, and spa treatment. An index of over forty 
*Urinary Infections. By Clifford Morson, O.B.E., F.R.C.S. 
a ee Bale, Sons and Danielsson, Ltd. 1933. (Pp. 76. 


*Traité de Médecine des Enfants. Tomes iv and v. Edited by 
P. Nobécourt and L. Babonneix. Paris: Masson et Cie. 1934. 


(Broché, 150 fr., relié, 170 ir.. each volume.) 


pages, in double columns, concludes the whole work, and 
is very much better than we commonly find in French 
publications. Now that the whole five volumes are avail- 
able it is possible to confirm what was said about the 
first—namely, that this is a worthy achievement by the 
French school of paediatrics, clear in expression, beauti- 
fully produced, and full of clinical wisdom. 


Dr. ADDISON’S DIARY 


In the Journal of February 24th last (p. 333) we reviewed 
the first volume of the Right Hon. Christopher Addison’s 
personal diary, published under the title of Four and 
a Half Years. In the second volume* now published 
some of the less satisfactory features recur. It was 
not, of course, to be expected that there would be 
any change in the general format of the book to make 
it more attractive, but the inattention to the correctness 
of proper names still persists. The inaccuracies which we 
noted are all perpetuated in the index to the diary at the 
end of the second volume, and in addition it is a little 
disconcerting to find Sir William Glyn-Jones described 
as Sir Glyn Jones, and to have to seek for references 
to Sir James Smith Whitaker under the name of Sir 
Thomas Whitaker Smith. A curiosity, too, is the re- 
peated reference to the ‘‘ Con-Joint Committee ’’ of the 
Royal Colleges of Physicians and Surgeons. 

This volume carries Dr. Addison’s record from January, 
1917, when he had just become Minister of Munitions, 
to January, 1919, when, after having been Minister for 
Reconstruction, he became President of the Local Govern- 
ment Board with a view to his early appointment as the 
first Minister of Health. It thus covers the last two years 
of the war, and the period of preparation, such as it 
was, to deal with matters immediately upon its con- 
clusion. Although the author, apart from his praise- 
worthy and indispensable work as an excellent Minister 
of Munitions, had but little direct responsibility for the 
conduct of the war, he was closely associated with the 
Prime Minister and others who had this direct responsi- 
bility, and, as Minister for Reconstruction, he had a pre- 
dominant part to play in many of the problems which 
would, after the cessation of active hostilities, become 
of the most urgent importance. Here, one would have 
supposed, was material which could not fail to be of 
intense interest, yet we fancy that most readers will find 
the diary too long, unnecessarily detailed, and not very 
illuminating. This volume is free from the trivialities 
which marred the first, but it is of uniform solemnity, 
sometimes rising into patches of relative interest and now 
and then falling into definite dullness. It is relieved by 
no light touches until, at page 567, we are given, at 
second hand, the delightful extracts from letters received 
by Pensions Committees from the wives of soldiers. Two 
of them we may quote: ‘‘ Sir, I am sorry not to have 
answered your letter sooner, but I have been in bed with 
the Doctor. for three months now and want a change ”’ ; 
and, ‘‘ Sir, Please send my money quick or I shall have 
to lead an immortal life.’’ 

The passages which will be of most interest to readers 
of this Journal will probably be those relating to the 
project to establish the Ministry of Health. They will 
enable readers to realize the remarkable difficulties which 
this project encountered, and the gratitude and praise 
which are due both from the medical profession and from 
the public to Dr. Addison for his wisely directed and 
persistent efforts to this end, which happily was at length 
achieved. Some knowledge there has been of the obstinate 
opposition and obstruction of the old Local Government 


5 Four and a Half Years. A Personal Diary from June, 1914, to 
January, 1919. By the Right Hon. Christopher Addison, P.C., 
M.D., F.R.C.S. Vol. ii. London: Hutchinson and Co., Ltd. 
1934. (Pp. 305-629 ; 32 illustrations. 18s.) 
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Board, especially of Mr. Walter Long and Mr. Hayes 
Fisher, as also of the ill-directed activities (at least in the 
earlier stages) of approved societies, but Dr. Addison 
emphasizes the troubles so caused. The author makes 
acknowledgement of the helpful services of the British 
Medical Association and of Lord Dawson in this matter, 
but he scarcely does justice to the initiative which the 
Association and the profession had taken in this direction 
long before, or to the persistent pressure which they 
exercised over a number of years and throughout a diff- 
cult period. He remarks that: ‘‘ It is a great comfort 
that Morant is heart and soul for this enterprise ’’ ; and 
it is pleasant to find him saying, in contrast to some 
references in his first volume: ‘‘ In the afternoon there 
was a deputation from the British Medical Association. 
It seemed like old times. I found them thoroughly sym- 
pathetic.’’ A further entry, which it may be useful to 
quote, is the following: ‘‘ I had dinner with some doctors, 
and we discussed the question of medical men_ being 
candidates for Parliament. We badly need more 
medical men of good standing who are helpful, level- 
headed citizens first and experts afterwards, and who will 
not pose in the House or lecture it.”’ 

The whole diary, in spite of some heaviness and of 
some unattractive features, gives us a record of strenuous 
work, conscientiously and honestly performed, and of wise 
influence exerted in several spheres of political activity, 
not untouched by signs of personal antagonisms and dis- 
paragements, which to some readers will seem unneces- 
sarily emphasized or even unjust, but with a commend- 
able absence of intrigue and self-seeking to which there 
must, at times, have been no small temptation. 


Notes on Books 


In the foreword to his work on Human Sex Anatomy® 
Dr. R. L. Dickinson remarks that gynaecology has been 
too much busied with operative work to give proper time 
to certain fundamentals, which include normal functions, 
life adjustments, and certain sex problems. It is with the 
object of filling up these gaps that the present work, 
which is issued under the auspices of the United States 
Committee on Maternal Health, has been undertaken. 
The book is divided into two main parts, the text and 
commentary being separated from a series of 175 figures, 
which ferm a topographical atlas, by a copious biblio- 
graphy of Anglo-Saxon and foreign literature. The follow- 
ing subjects receive detailed consideration: (1) conditions 
favourable or unfavourable, for conception ; (2) conditions 
favouring or handicapping ideal sexual intercourse ; (3) 
physical conditions productive of painful intercourse and 
frigidity in women; (4) conditions bearing on coitus 
during pregnancy ; (5) anatomical conditions affecting 
(a) contraceptive devices, (b) abortion, (c) operative 
sterilization ; and (6) anatomical findings in autosexuality. 
The text consists of nine chapters, dealing with the bony 
pelvis, the female organs of generation, male genital 
anatomy, the anatomy of coitus, and the anatomy of 
control of conception, 


In an article ‘‘ Physicochemical Aspects of the Photo- 
chemical Transformation of Estosterol to Vitamin D ”’ 
Professor NicoLta of Buenos Aires gives an account of a 
series of researches, the result of which has been, in 
general, to confirm and amplify the results obtained by 
previous workers.’ The author has made quantitative 
studies of the effects of ultra-violet irradiation on ergo- 
sterol, and has determined the influence of wave-length, 
nature of solvent, and other variables. He also discusses 
the physical properties of the products, other than vitamin 
D, that derive from the irradiation of ergosterol. 


Human Sex Anatonry. By Robert Latou Dickinson, M.D., 


F.A.C.S. London: Bailli¢re, Tindall and Cox. 1984. (Pp. 145; 
191 figures. 45s.) 

Consideraciones fisicoquimicas sobre Ja transformacion foto- 
quinica del Ergosterol en Vitamina D.’’ By Dr. A. F. F. Nicola. 


Publicado en la Revista Medica Latino-Americana, Ano xix, Enero 
vy Febrero de 1934, Nos. 220 y 221. Buenos Aires; Imprenta 


Mercatali, Avenida Acoyte 271. 
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In his book on the Dualism of the Heart Beats 
the late Professor Henriean of Liége went deeply into 
the question of the physiological properties of the cardiac 
muscle, allied as it is to normal muscular tissue by its 
power of contracting and to nervous tissue by its abilit 
to conduct the impulse to contract. It is not possible 4o 
summarize the many arguments and experimental observa- 
tions with which the authors’ theses are supported: the 
book is one for physiologists, biologists, and specialists jn 
cardiac disease, and to them it may safely be recom. 
mended. 


“Le Dualisme de la Contraction Cardiaque. By F. Henrijean, 
Paris: Masson et Cie. 1933. (Pp. 350; 97 figures. 50 fr.) 
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Preparations and Appliances 


A RatLway STRETCHER 


A Great Western Railway carriage cleaner at Taunton has 
designed a_ stretcher which will provide a ‘‘ bed-to-bed ” 
service for invalids or stretcher cases passing from town to 
town or home to hospital throughout the company’s system. 
The standard stretcher in general use in hospitals, ete., 1s 
too wide to pass through railway carriage doors, so that in 
the past invalids have had to be lifted into and from the 
compartment, or conveyed in the guard’s van. The new 
stretcher overcomes this difficulty. It is slightly narrower 
than the standard stretcher, and can be lifted straight in or 
out of the compartment from or to the platform or ambulance 
without the patient being disturbed, and, by fitting along one 
seat, it leaves the other side of the compartment free for 
those accompanying the patient. 

The stretcher is fitted with a removable ‘‘ shock absorber ’’ 
bed, has an attachment for holding an adjustable bed-rest, 
and handles that slide in flush with the ends when it is not 
being used as an ordinary stretcher, so reducing its length to 
a minimum, It can also be quickly fixed to or removed from 
any standard stretcher titted in ambulances or those used in 
hospitals, and a cross rail at each end serves as an extra 
means of carrying short distances and in confined spaces, or 
negotiating passage corners. 

The ‘‘ Parratt’’ stretcher, as it is named (after the designer), 
has been patented on his behalf by the G.W.R., which, during 
the last twelve months, has subjected it to exhaustive tests. 
So satisfactory have been the results and so marked the 
comfort afiorded, especially in cases of paralysis, broken limbs, 
or severe surgical operations, where the invalid must remain 
flat, that the company proposes to provide these stretchers 
at Paddington, Bristol, Exeter, Plymouth, Gloucester, Cardiff, 
Swansea, Birmingham, Chester, and other key points through- 
out the system, from which they may be obtained by any 
station for any journey. 


PROSTIGMIN 

Prostigmin is a synthetic drug (Hoffmann-La Roche) which 
has a pharmacological action similar to physostigmine, but 
superior to the latter in certain respects. The chemical title 
of prostigmin is dimethyl-carbamic ester of 3-hydroxy-phenyl- 
trimethylammonium-methyl sulphate. | Pharmacological m- 
vestigations showed that it has a powerful action in stimula- 
ting intestinal peristalsis, but has a feeble action on the heart 
and circulation, and also a feeble miotic action. These pro- 
perties suggested the use of the drug for the prevention and 
treatment of post-operative distension. Clinical investiga- 
tions, arranged by the Therapeutic Trials Committee of the 
Medical Research Council, have shown that prostigmin, com- 


bined with pituitary extract, gives favourable results in this’ 


condition. Prostigmin is an example of a synthetic drug 
obtained as the result of a long series of researches, and it 
appears to possess certain specific properties of considerable 
therapeutic value. 


CHLORINATING OUTFIT FOR BATHS 


The need for keeping the water of swimming pools ‘‘ sweet” 
has led to the adoption of various chlorination processes, but 
the operation is often conducted in a haphazard manner, an 
an excessive amount of chlorine in the water has resulted in 
painful conditions of the eyes, nose, mouth, and throat. 

The British Drug Houses Ltd., Graham Street, City Road, 
N.1, have issued a pamphlet describing an outfit and a new 
reagent for the accurate determination of residual chlorine in 
water which has been purified by chlorination. One of the 
advantages of the method is that it can be operated by @ 
swimming-bath attendant without difficulty. Attention_ was 
directed to the B.D.H. ‘“ chlorotex outfit ’? by Professor P. S. 
Lelean, at the annual meeting of the British Waterworks 
Association (Lancet, June 30th, 1934, p. 1428). 
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LONDON MEDICAL SCHOOLS AND 
L.C.C. HOSPITALS 


CO-OPERATION IN TEACHING 


The Hospital and Medical Services Committee (the 
successor to the Central Public Health Committee) of the 
newly constituted London County Council was appointed 
on March 30th, 1934, with Mr. Somerville Hastings, 
F.R.C.S., as chairman. It is responsible for the whole 
of the L.C.C. hospital service (except mental hospitals), 
comprising about 40,000 beds. At an interview on 
June 7th between this committee and _ representatives 
of the London Voluntary Hospitals Committee, of 
which Lord Riddell is chairman, a_ friendly  dis- 
cussion took place 


the London and Mile End ; St. George’s and Lewisham ; 
and St. Bartholomew’s and St. Giles’s, Camberwell, and 
St. Andrew’s, Bow. These arrangements are subject to 
review. The London County Council hopes in time to 
extend facilities for this class of teaching. 


A CENTRAL COMMITTEE FOR VOLUNTARY HOSPITALS 


The report issued on July 27th by the London Volun- 
tary Hospitals Committee, from which the above informa- 
tion is extracted, refers also to conferences that have 
taken place lately between representatives of that com- 
mittee and the London Regional Committee of the British 
Hospitals Association, with a view to the establishment, 
if possible, of a strong central committee to’ deal with 
the affairs of the London voluntary hospitals, in order 
that the present 


as to the relations 
between the two 
bodies. The need 
for early exchange 
of information about 
proposed alterations 
and extensions was 
fully recognized, and 
it was agreed that 
closer co-operation 


duplication of 
machinery may be 
avoided. It has 
been decided to 
discuss the proposal 
with King Edward’s 
Hospital Fund. The 
following an 
extract from a joint 
letter addressed to 


between the muni- 
cipal and voluntary 
hospital authorities 
is desirable in the 
public interest ; hos- 
pital requirements 
in various districts 
should be jointly 
envisaged and joint 
arrangements made 
for supplying 


the King’s Fund: 


present dupli- 
cation of machinery 
is inefficient and in- 
volves waste of time 
and effort. There 
is a_ strong feeling 
among members of 
both committees that, 
in view of the develop- 
ment of municipal 
hospital services, the 


them. 
LINKING-UP ARRANGEMENTS 


Arrangements for the linking up, for educational pur- 
poses, of certain municipal hospitals with the London 
medical schools, foreshadowed in the London Voluntary 
Hospitals Committee’s last report, have been established. 
The undergraduate teaching hospitals of the metropolis 
are now associated with one or more of the London County 
Council’s hospitals as follows: 


Charing Cross, with St. Charles’s (Ladbroke Grove). 
Guy’s, with Lewisham (S.E.), St. Alfege’s (Greenwich), 
and St. Olave’s (Rotherhithe). 

King’s College, with St. Giles’s (Camberwell) and Dulwich 
(East Dulwich Grove). 
—" with St. Peter’s (Stepney) and Mile End (Bancroft 
oad). 

Middlesex, with Archway (Highgate). 

Royal Free, with Highgate (Dartmouth Park Hill), St. 
sed Islington (Highgate Hill), and St. Pancras (Pancras 
oad). 


) 
St. Bartholomew's, with Hackney (Homerton) and Bethnal 


Green (Cambridge Road). 
St. George’s, with St. Mary Abbots (Kensington). 
St. Mary's, with Paddington (Harrow Road). 
St. Thomas’s, with Lambeth (Brook Street). 
University College, with St. Mary, Islington. 
Westminster, with St. Stephen’s (Fulham Road). 


The arrangement is that clinical demonstrations are 
given at the linked hospitals as shown in the accompany- 
ing sketch map. Special facilities have been provided 
for instruction in obstetrics. Students at voluntary 
hospitals are now enabled to reside for a fortnight at 
Municipal hospitals, during which period approximately 
ten cases are allotted to each student. Arrangements 
have been made between St. Thomas’s and St. James's ; 


time has _ arrived 
when some central body should be established to under- 
take the duties under Section 13 of the Local Govern- 
ment Act of 1929, the representation of London on the 
British Hospitals Associations, and other work not already 
done by the King’s Fund. In other words, it is felt neces- 
sary, in the interests of efficiency, that the voluntary hospitals 
should be represented by an elected executive committee to 
take the place of the two existing bodies, and comprising 
adequate medical representation.”’ 


It is hoped, the report states, to present a scheme in 
due course for consideration by the two committees. 


The first meeting was held on July 27th of the Depart- 
mental Committee appointed by the Minister of Health 
to report on materials and methods of construction suit- 
able for the building of flats for the working classes, with 
special reference to efficiency and cost. Mr. Geoffrey 
Shakespeare, the Parliamentary Secretary, greeted the 
members, and said that their work would be of great 
importance in relation to the new housing proposals of 
the Government. Under the Bill to be introduced in 
the autumn, encouragement would be given to the build- 
ing of flats for the replacement of slums and the relief 
of overcrowding. He expressed the hope that the com- 
mittee would present an interim report before Christmas, 
so that an authoritative review of the available methods 
of construction would be ready when the terms of the Bill 
became effective. Sir George Humphreys (chairman) and 
all the members of the Departmental Committee were 
present. A programme of work was decided upon, and 
several subcommittees were set up to deal with particular 
aspects. 


4 
~ 
to 
iO | 
in 1 
a ° 
q 
ISLINGTON a 
| 
| 
ST. BARTHOLOMEW’S LONDON 
4 
ST. STEPHEN'S) q 
O sr. cies: q 
putwicn 
4 
| a 
| 
i 
| | | 
| 
| 
| | 
| | q 
| 4 
| 
| 
| 
| 
| 
| 
| 


912 Ava. 4, 1934] 


THE BOURNEMOUTH MEETING 
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THE BOURNEMOUTH MEETING 
Annual Meetings come and go, but the enthusiasm of 
those who take part in them never flags, and it is 
the boast of many a member that he has not 
missed one since his first attendance. Such a tribute 
to the popularity of B.M.A. Meetings must be grati- 
fying to the presidents and local honorary secretaries 
who have made these yearly assemblies such an 
outstanding feature of the scientific, political, and 
social life of the medical profession, and doubly so to 
those who made the present gathering such a happy 
combination of work and festivity. Bournemouth was 
lavish in its hospitality, and the civic authorities vied 
with the Bournemouth Division in providing for their 
guests every variety of entertainment, from mannequin 
parades and cocktail parties to Bernard Shaw and 
Shakespeare, from excursions by road and water to 
Sir Dan Godfrey and his orchestra. Our thanks are due 
to the energetic committees and their officers whose 
preparatory spade-work made the machinery of organ- 
ization so little visible. If we deeply regret the un- 
fortunate circumstances that prevented Mr. F. W. 
Ramsay from accepting the post of President, we can 
at least congratulate ourselves on the man who at 
a relatively late hour took upon himself the arduous 
responsibilities of this office. Dr. S. Watson Smith, 
ably seconded by his charming wife, proved to be the 
ideal host, always attentive to his guests but unobtrusive 
himself: his reception at the Pavilion on Tuesday night 
was the most enjoyable of many magnificent entertain- 
ments, and will long be remembered by those who were 
fortunate enough to be present. To mention by name 
all those who gave the President such generous support 
in making the Annual Meeting of 1934 a brilliant success 
is not possible, but we would like to record here our 
appreciation of the services of Dr. O. C. Carter, the 
local general secretary, of Dr. E. Burstal, the science 
secretary, of our new Chairman of Council, Dr. E. K. 
Le Fieming, and of the Mayor of Bournemouth, 
Alderman J. R. Edgecombe. 

A native of Bournemouth was asked what he thought 
of the procession to the church: ‘‘ Fine,’’ he replied ; 
‘but if you’d only had a band you'd have had the 
whole town out to watch it.’ This naive conception 
of the significance of medical pageantry nevertheless 
throws a sidelight on the significance of Bournemouth. 
3ournemouth is first and foremost a health resort, 
famed for its airs, waters, and places. It is, however, 


in the minds of many, a town of the utmost decorum, 
and inhabited largely by sedate and grave people who 
promenade its streets in Bath chairs. 
me are not suggesting 
gay,’’ but, 


This conception 
that Bournemouth 
it has realized: 


is ervoneous. 


has ‘‘ gone like the native, 


and waters are best served with some of the lighter 
but none the less valuable adjuvants to a health cure. 
At a time when British health resorts are beginning to 
come into their own, and when some critics express 
doubts whether Britain is so good at providing for the 
lighter side of life as some of our more mercurial 
friends on the Continent, it was most opportune that 
Bournemouth, whom some have looked upon as the 
maiden lady of seaside resorts, should have had this 
opportunity of showing her paces. Boredom is not 
mentioned in the indexes of medical textbooks, but 
as a chronic complaint it is as devitalizing as the 
other long-continued maladies we discourse about so 
learnedly. Bournemouth has a remedy for this no less 
effective than its therapies for catarrhs, rheums, and 
windy spasms. Nor must we forget Poole and Christ- 
church, the former with its feet firmly planted in the 
past but its head busy with modern ideas of develop- 
ment ; the latter preserving ancient memories of Roman 
and Saxon invasions and recording in the walls of its 
church the noble history of Gothic architecture. 

There were, of course, away from the main stream of 
this steady flow of hospitality, a few quiet backwaters 
in which men worked and manceuvred their craft with 
varying degrees of skill. The representatives, stimulated 
no doubt by the airs and waters of Bournemouth, 
showed such a zeal for work that time was apt to take 
its flight on the wings of eloquence, until brought to 
earth by a neatly barbed bolt from the cross-bow of 
the Chairman, who on more than one occasion had to 
say, ‘‘ The hopeless word of never to return, breathe 
I against thee.’’ Nevertheless, those who were new 
to the procedure of the Representative Body were 
impressed by the amount of work got through and 
by the representative nature of its decisions. Vox 
populi may at times have shown its disagreement with 
vox dei, but as an example of democracy in the working 
the Representative Meeting of 1934 was_ instructive. 
The fresh influx of visitors on the Tuesday reminded 
one that remedies new and old. were once more to be 
discussed, and that the Scientific Sections were again 
meeting to report on the year’s harvest of medical 
knowledge. Those who had slept little during the 
previous four days gained some comfort from Lord 
Horder’s dictum that most people sleep too much, while 
those who had headaches did not hesitate to put them 
down to eye-strain. It is significant that the best- 
attended Section meeting was that of Neurology, 
Psychological Medicine, and Mental Diseases, and the 
choice of the subjects for the Wednesday and Friday 
meetings—on narcotics and on pain respectively— 
shows quite clearly why this was so. The alleviation 
of mental distress and physical pain is still the chief 
concern of the practising physician, for these are the 
two symptoms most dreaded by the patient. The pre- 
ventive side of medicine was well to the fore, and the 
discussions on ante-natal care and immunization against 
the specific fevers gave evidence of a lively concern 
in these matters. 
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= 
irs | One Annual Meeting leads to another, and already | than a police official, and consequently has no redress 
ter the bookings for the passage to Australia next year are | as regards fees. In 1930 the British Medical Associa- 
re. | mounting up. A tour on the grand scale awaits those | tion approached the Ministry of Health with the sugges- : 
to who are wise enough to take such a unique opportunity | tion that road accident cases should be regarded as q 
SS of seeing the world on their way to the other side. | ‘‘ necessitous persons,’’ and as such should require the a 
he Those who are not so fortunate will be able to dwell | assumption of liability on the part of county and county . 
ial on happy memories of Bournemouth. borough councils in respect of payment of fees to a 
lat doctors attending them. This was refused. Subse- 4 
he quently the Association approached a representative 
lis group of «uccident insurance companies to point out 
‘ot EMERGENCY TREATMENT FOR a common ground of interest in securing adequate a 
ut ROAD ACCIDENTS and immediate medical examination after motor 3 
he For a number of years the medical profession and the accidents as a guarantee against subsequent claims i, 
so hospitals have borne a considerable, increasing, and in of an avoidable character. This again was un- a 
SC many cases thankless, burden in rendering emergency successful. The Association’s work was continued in 4 
id | treatment for those injured on the roads. It is to be | 1933, when it submitted a memorandum outlining the a 
t- hoped that now, with the Royal Assent signified | doctors’ and hospitals’ case to a select committee of 7 
1e to the Road Traffic Bill of 1934, the enforcement | the House of Lords in reference to Lord Danesfort’s 4 
D- of Clauses 13 and 14 will, in securing the proper Road Traffic (Compensation for Accidents) Bill, and i 
in remuneration of doctors for such services, achieve | When its representatives gave evidence before the 
ts; an object for which the British Medical Association | select committee on Lord Moynihan’s Road Traffic q 
has long laboured in vain. As far back as 1920 | (Emergency Treatment) Bill. a 
of the Representative Body fixed a scale of suitable We are here concerned, however, with the results a” 
” fees—10s. 6d. for a night call and 7s. 6d. for a day | Which have been obtained with the introduction of the a 
h call—payable to practitioners who were called by the | emergency treatment clause into the present Act—the L 
d police to provide emergency treatment for road accident | Road Traffic Act of 1934. On November 9th, 1933, 
1 =} cases. Since that time there has been a threefold | the select committee of the House of Lords reported q 
e increase in the number of such cases examined, and | for a second time on Lord Moynihan’s Bill for payment a 
, the pressing nature of the problem caused the Asso- | Of fees to doctors for emergency treatment, the Bill a 
f ciation to obtain, in 1930, statistics from a large number | being the outcome of co-operation between its intro- 4 
P of doctors as to their experience in dealing with these | ducer and the B.M.A. Early in 1934 the Parliamentary 
? cases. The figures revealed a regrettable state of affairs. | Medical Committee discussed with Lords Moynihan and 
' Practitioners, who were morally, if not legally, bound | Dawson the question of compensation to doctors and ‘i 
: to answer these calls for assistance, were receiving pay- | hospitals for treating motor accidents, and a deputa- q 
d ment for their services in as little as one out of every | tion waited upon the Ministry of Transport to discuss q 
. five cases—one doctor reported 100 cases dealt with in | this question. The substance of Lord Moynihan’s Bill 7 
h a year with only four fees paid. was eventually incorporated into the Road Traffic Bill, a 
3 It is obviously difficult after a road accident to assign | 1934, and, with one or two minor amendments, was A 
7 responsibility ; often the unfortunate doctor who, in the | reported to the House of Commons and passed to the r 
i emergency, has done his best for the injured party, | Lords. On July 10th Lord Plymouth indicated the 4 
* (finds himself unpaid and perhaps abused when the ques- | Government’s acceptance of this emergency treatment a 
n tion of a fee is raised. Furthermore, he may be out clause, and the report stage was concluded on July 24th. ji 
: of pocket in respect of splints, bandages, and dressings Briefly, the relevant clauses of the present Act— 1 
F supplied, while the aftermath of cases brought to his | Nos. 13 and 14, the emergency treatment clauses— t 
1 surgery may comprise damage to furniture, and carpets enforce the following conditions. Where medical or ! 
and floors stained with blood, dirt, and debris. Again, | surgical examination is immediately required as a 


emergency calls may involve relatively long journeys | result of injury to a person caused by, or arising out : 
at night, often in inclement weather, and sometimes on | of, the usé of a motor vehicle on the road, the person 4 

| feeble pretexts. Finally, on Sundays in the summer | using the vehicle must pay the doctor first rendering j 


F when, throughout the country, or at all events near | emergency treatment a fee of 12s. 6d., plus travelling id 
j the great arterial trunks, road massacre reaches its peak, | expenses of 6d. a mile or part of a mile over the first a 
J the medical practitioner is often afraid to leave his | two miles travelled. The liability of a person using 4 
‘ |} home for fear of missing accident calls. Such is the | the vehicle stands even if the accident resulted from 3 
f doctor’s case. ‘‘ the wrongful act of another person.’’ The police are q 
. Although on Home Office instructions the local police | to assist in the identification of the vehicle and its user. q 
"| authority is justified in paying a fee where an officer | Claims by a practitioner or hospital for fees due can aq 
has called a practitioner to attend a road accident case, | be made orally at the time when treatment is rendered, ql 


not only is such an arrangement recognized by only | or in writing served on the user of the vehicle within 
a small proportion of police authorities, but it often | seven days. The application must be signed by the 
happens that the doctor is summoned by someone other | claimant or the executive officer of the hospital, must 
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rendered, that it was effective, that it was rendered by 
the claimant or in the hospital, and that the claimant 
or hospital was the first to carry out the treatment. 
The claim in writing can be delivered to the user of 
the vehicle or sent to him in a prepaid registered letter 
at his usual or last known address. The sum is recover- 
able as a simple contract debt, and its payment operates 
as a discharge of liability on the part of the vehicle 
user to pay any (further) sum in respect of emergency 
treatment. 

To what extent the enforcement of the Road Traffic 
Act of 1934 will ensure fair recompense for doctors 
and hospitals expending their time and energy in giving 
emergency treatment for road accident cases remains 
to be seen. We can at all events hope that the labours 
of the British Medical Association and the profession 
have not been in vain. It may not be out of place 
to indicate that the success attending the movement to 
remunerate doctors for road accident services has been 
largely due to the unremitting efforts of the Association 
during the last decade, and to record the thanks of the 
Association to the Parliamentary Medical Committee, 
with particular reference to its chairman, Sir Francis 
Fremantle, and its secretary, Dr. A. B. Howitt. 


SIR HENRY BRACKENBURY 


Among those engaged in the central work of the British 
Medical Association it has long been an open secret 
that Sir Henry Brackenbury would not seek re-election 
as Chairman of Council at the Bournemouth meeting. 
Their regret will be shared by every member who knows 
anything of the political and administrative work of 
the Association since the war. Sir Henry has given 
time and energy to its service without stint. When he 
entered the inner circle of the Association he had behind 
him long experience in municipal and_ educational 
affairs. In the course of twenty years’ membership of 
the Council he has held office as Chairman of the 
Insurance Acts Committee for nine years, Chairman 
of the Representative Body for three years, and since 
1927 Chairman of Council. During his long tenure of 
the chair of the I.A.C. Dr. Brackenbury was the chosen 
spokesman for the medical profession before the arbitra- 
tion tribunals which settled the insurance doctors’ 
capitation fee, and his brilliant advocacy on those 
occasions will long be remembered. When he was in 
full professional harness it was always a marvel how he 
managed to get through so much public work of high 
importance while carrying on the exacting duties of 
general practice. His grasp of a subject and his rapid 
analysis of the points involved, his logical mind and 
power of marshalling facts in order to present a case, 
have been combined with an unusual capacity for work 
and a natural gift of leadership. All will be glad to 
know that Sir Henry Brackenbury’s services will con- 
tinue to be at the disposal of the Association, and with 
him they will welcome the Council’s choice of his 
successor. Dr. E. K. Le Fleming has graduated with 


the highest honours through two major chairmanships 
—that of the Panel Conference for five years, and tnat 
of the Representative Body for the past three years. 


THE PATHOLOGICAL MUSEUM AT BOURNEMOUTH 


The Pathological Museum, arranged in connexion with 
the Annual Meeting of the Association at Bournemouth 

was conveniently housed on the lower floor of the 
Municipal College, the building in which the Sectional 
meetings were held each morning. A rare collection of 
pathological specimens were arranged on benches round 
each room, with a large number of microscope prepara- 
tions on tables in the centre. The pathological 
specimens were grouped on an anatomical basis, and 
consisted chiefly of unusual lesions and ‘‘ curiosities,” 
many of which excited considerable interest. The 
nature of each specimen and the name of the exhibitor 
were announced in the catalogue. The Museum Com- 
mittee expressed its appreciation in particular to the 
following colleges and hospitals which lent material for 
the museum or were responsible for exhibits: the Royal 
Army Medical Corps, the University of Edinburgh, 
Bethlem Royal Hospital, St. Mark’s Hospital, St. 
Bartholomew’s Hospital, Westminster Hospital, St, 
George’s Hospital, the South Devon and East Cornwall 
Hospital, and the Cancer Hospital, London. The 
Museum included also a number of special exhibits, 
some of which were intended to illustrate subjects dis- 
cussed in the Scientific Sections. These comprised a 
series of specimens and photographs arranged by Dr, 
C. Lovell from the Bethlem Royal Hospital, London, 
showing progressive pancreatitis in relation to mental 
states. Workers at the Cancer Hospital, London, had 
on view a series of malignant tumours of skin and con- 
nective tissues of mice and rats produced by methyl- 
cholanthrene, a transformation product of the deoxy- 
cholic acid of bile, and a number of specimens demon- 
strating the effects of oestrin in the genito-urinary system 
of mice. Dr. Haddow, from Edinburgh University, 
arranged a series of sections showing cellular trans- 
plantations of fowl sarcoma. Amongst items of more 
general interest may be mentioned a series of ophthal- 
mological colour drawings, instruments, and_ books 
exhibited by Mr. Arnold Sorsby ; the clinical picture 
gallery arranged by Dr. S. Watson Smith ; the pedigree 
charts of families affected by polyposis intestini, shown 
by Dr. Cuthbert Dukes ; and a series of pulmonary 
specimens of surgical interest lent by Mr. George Mason 
of Newcastle-upon-Tyne. The excellent selection and 
disposition of the specimens in the Museum was com-, 
mented on by many of the visitors who came to look 
round, and it was obvious that the Museum Committee 
had given to this undertaking a great deal of thought 
as well as hard work. 


ORGANIZED MEDICAL CARE 


Medical politicians and publicists in this country who 
are free from Schadenfreude—and that, we hope, means 
all of them—will read with sympathetic interest a 
leading article in the Journal of the American Medical 
Association for July 14th on ‘‘ Organized Medicine and 
Medical Care.’’ Its subject is the attitude of the 
organized profession in the United States towards pro- 
posals ‘‘ to put over a system of social medicine ”’— 
that is, to introduce a scheme of national health 
insurance. Its main purpose is to disabuse anyone of 
the idea ‘‘ that the American Medical Association, repre- 
senting 100,000 physicians in the United States, is 
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opposed to all change in the nature of medical practice 
or to properly controlled experiments in providing 
medical service that may be set up in any city, county, 
or State.”” A subsidiary purpose is to deprecate the 
action taken by the American College of Surgeons at 
a special meeting of its Board of Regents held in 
Chicago on the eve of the annual session of the A.M.A. 
in Cleveland, at which the whole profession proposed 
to consider this matter. Remembering the events of 
1911-12 in Britain we can well understand the alarm 
felt lest the medical profession of the United States 


should come to grief through divided counsels. On 


June 12th last the House of Delegates of the A.M.A., 
following a long executive session, set forth ten 
principles to guide medical practice and to form the 
basis for any experiment that might be contemplated. 
These principles have been published by our con- 
temporary in its issue of June 30th (p. 2200). So far 
as we can judge at this distance, nine of the ten 
principles could be made to fit into a State system of 
national health insurance or into any scheme for a public 
medical service organized by the profession itself. They 
were planned, we read, “‘ to circumvent the interest of 
politicians, commercial promoters, and propagandists 
whose activities in relationship to new forms of medical 
practice are not wholly unselfish. . . . They will main- 
tain the personal relationship between physician and 
patient, which keeps medicine a profession. On the 
principles adopted by the House of Delegates the 
American medical profession must stand, and in their 
favour it must speak with a united voice.’’ Then 
follow some general remarks not wholly flattering to 
‘socialized medicine ’’ in European countries, and the 
article ends with this exhortation: ‘‘ Let us consider 
carefully, act with caution, reserve judgement, and 
speak with one voice for the truth.”’ 


PERIOD OF ISOLATION IN SCARLET FEVER 


Following on the decline in severity of scarlet fever in 
past years, and the demands on fever hospital beds 
for the admission of cases of measles, whooping-cough, 
pneumonia, and puerperal fever, it has become 
necessary to consider whether the most economical use 
is being made of the accommodation now at our dis- 
posal. The various problems arising out of these 
cognate subjects are not new, and progressive medical 
officers of health have not hesitated to apply the Ministry 
of Health recommendations set out in the 1927 report, 
No. 35, on the administrative aspects of scarlet fever. 
Many authorities have effected considerable savings in 
bed accommodation by the selection of cases of scarlet 
fever for admission to hospital and by shortening the 
period of minimum detention of ‘‘ clean ’’ cases to four, 
and even in a few cases to three, weeks. The matter 
has, however, not been allowed to remain at this point, 
and on page 1047 of our issue of June 9th we reported 
some observations by Dr. H. S. Banks, who claimed 
that by the early intravenous administration of an 
adequate dose of scarlet fever antitoxin it was prac- 
ticable to shorten the period of isolation in hospital to 
two or three weeks in the great majority of cases. As 
a safeguard he suggested that patients should be seen 
Once at least at an out-patient clinic before returning to 
work or school. The question of the period of isolation 
mM scarlet fever has recently also been the subject of 


consideration by J. E. Gordon and G. F. Badger’ of 

Detroit, but from a somewhat different and perhaps 

less heroic angle. Dr. Gordon has been interested in 

all aspects of the administrative control of scarlet fever 

for several years, and a series of thoughtful and pains- 

taking papers testify to the care and thoroughness with 

which he has approached the problem. Administrative 

practice in the U.S.A. with regard to the isolation of 

scarlet fever corresponds fairly closely to that applied 

in Great Britain, although there greater emphasis is 

laid on home isolation, but, as the authors point out, 

this has largely been built up empirically with general 

rules for all patients irrespective of individual variations 

in severity of attack or probable degree of communica- 

bility. In order to make our policy more scientific, 

they urge concentration on the individual case ; and in 

order to evolve a system which will render this more 

logical have made a careful study of the factors which 

determine the persistence of infection in those persons 
who have become responsible for return cases. In 
common with others they believe that little is to be 
gained by laying down bacteriological standards of 
freedom from infectivity, and find that the incidence 
of secondary cases depends on the age of the original 
patient, the presence or absence of complications, and 
the season of the year. In Detroit, during 1929, in 
which a minimum period of four weeks’ isolation was 
maintained for all patients, the infecting case rate for 
persons over 15 was 0.5 per cent., and for children 
under that age 5 per cent. Since that time various 
minimal periods of isolation have been tried, modifica- 
tions being introduced to allow for season and the age 
of the patient, and in the last complete year—1933— 
persons under 15 years were detained for four weeks 
from January Ist to June 30th, and for three weeks 
from July Ist to December 31st. Those over 15 years 
were kept in hospital for three weeks in the former half- 
yearly period, and only two weeks in the latter. The 
infecting case rate did not increase, and the relative 
frequency as between adults and children was not 
disturbed. During the whole of 1934 adults are to be 
retained for only two weeks and children for three, 
and the results of this departure will be awaited with 
interest. Gordon and Badger are fully aware that the 
purely preventive necessities of the case may not 
coincide with those involved in its medical management, 
but the decrease in the period of isolation resulted in 
no deleterious effect from either standpoint. The 
economic saving was appreciable, approximately 9,000 
isolation days being saved for all scarlet fever patients 
in 1933, a reduction of 30 per cent. Modification of 
the detention period, as the authors are careful to 
emphasize, must be correlated with the type of scarlet 
fever present, and when the disease is severe in 
character longer periods of isolation may become 
necessary. The time may have arrived in this country 
when a careful trial might be made in selected areas of 
this progressive policy. Scarlet fever has been un- 
usually prevalent over the whole of Britain during the 
past year, and the resulting mass immunity may render 
the near future an exceptionally favourable time for the 
experiment. It is certain, however, that, to overcome 
the psychological inertia induced by the observance 
of long-established principles, a considerable amount 
of educative work would require to be carried out 


1 Amer. Journ. Pub. Health, May, 1934, p. 438. 
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among the public, both lay and medical, to prepare 
the way beforehand. In Drs. Gordon and Badger’s 
paper the whole question of isolation as a measure of 
control in scarlet fever, both in hospital and in the 
home, is considered in detail. In their opinion, and 
as far as their experiences in America are concerned, 
any further improvement in the control of scarlet fever 
by isolation will be the result of earlier isolation, 
and in cases kept at home more rigorous standards, 
especially during the first week of the disease. The 
authors reveal themselves strong advocates of the policy 
of home isolation, and mention the interesting fact that, 
while an irreducible minimum of cases will always 
require hospital accommodation, in American cities this 
will not often exceed a quarter of the whole. Medical 
officers of health in this country, confronted with the 
present-day standards of housing, will read this with 
envy. 


CARDIAC HYPERTROPHY IN ANAEMIA 


Severe anaemia is one of the less common causes of 
cardiac hypertrophy ; it is rarer still since the discovery 
of an effective treatment for Addisonian anaemia. In 
an interesting discussion of this problem L. Boucut and 
R. Froment' point out that very low haemoglobin levels 
have been most often seen in pernicious anaemia, and 
necropsy has shown in such cases that heart weights 
are often moderately increased—for example, to 400 
or 500 grams, and occasionally more—the hypertrophy 
involving both ventricles. The cardiac hypertrophy 
appears to vary directly with the severity and duration 
of the anaemia ; and although the change has been 
most often seen in the pernicious type, any secondary 
anaemia, provided it is severe and prolonged enough, 
may give rise to it. Gross heart failure with oedema, 
effusions into the serous sacs, congestion of the lung 
bases, and a rapid regular pulse has been seen in the 
course of the disease ; it is reported as occurring in 
one of the author’s cases in which liver therapy failed, 
the symptoms of failure being temporarily relieved by 
digitalis. Commenting on the mechanism of the cardiac 
enlargement of high-grade anaemia, the authors agree 
with those who have regarded it as a work hypertrophy. 
Several observers have demonstrated that when the 
oxygen-carrying capacity of the blood is low, as in 
marked anaemia, the cardiac output and the speed of 
the circulation are considerably increased. It has been 
shown, however, that there is no appreciable increase 
in the output until the haemoglobin falls below 50 per 
cent. Of the two possiblz ways in which an increased 
volume of blood can be pumped by the heart—namely, 
an increase in rate and a greater output per beat—it 
is thought that the latter is much the more important, 
acceleration in rate being usually moderate. The com- 
pensatory increase in circulation rate makes life, and 
even some degree of effort, compatible with a greatly 
reduced oxygen-carrying capacity of the blood. For 
example, acute reduction of this capacity (say to 30 per 
cent.) in carbon monoxide poisoning leaves no time 
for compensatory mechanisms to develop, and death 
quickly supervenes. The authors consider that the 
anoxaemia of chronic lung disease may _ similarly 
increase the output of the heart and therefore its work: 
this explains the cardiac hypertrophy sometimes seen 


* Arch. Mal. du Caur, June, 1934, p. 325. 


in these conditions, especially when the hypertrophy 
affects both sides of the heart. In support of this are 
the fast circulation rates which have been reported in 
chronic lung disease. Another disorder of the heart 
associated with anaemia is angina pectoris. Lewis 
and his co-workers have brought forward convincing 
evidence in support of the theory of myocardial 
ischaemia as the cause of angina, and K. Paschkis,1 
alluding to their work, suggests that if relative local] 
anoxaemia or ischaemia can cause angina, then a 
severe anaemia, with diminished capacity of the 
erythrocytes for conveying oxygen, may be expected, 
in combination with other factors, to favour the occur- 
rence of anginal attacks. Varying reports have been 
given concerning the frequency of angina in pernicious 
anaemia: Lewis states it to be common, and others 
have reported it in from 2.7 to 8 per cent. of cases, 
Paschkis describes four cases of angina in severe 
anaemia: in three, efficient treatment of the anaemia 
led for very considerable periods to disappearance of the 
angina. One patient had pernicious anaemia and 
auricular fibrillation ; another, pernicious anaemia with 
little objective cardiopathy ; the third, secondary 
anaemia from menorrhagia, with syphilitic aortic 
disease. 


THE FIRST PARATHYROIDECTOMY 


J. Bauer and R. Kienbéck,* in a combined clinical 
and radiological study, give a further account of 
the patient in whom Mandl in 1925 removed, for the 
first time in bone disease, a parathyroid adenoma. At 
that date the diagnosis of (Recklinghausen’s) generalized 
fibrocystic osteitis was made ; the patient, a male 
aged 39, had deformity of the left half of the pelvis, 
the left femur and foot, and the right knee. Very 
considerable improvement followed parathyroidectomy, 
and in many countries removal of parathyroid tumours 
has apparently led, in similar as well as dissimilar cases 
of morbid bone conditions, to equally favourab’e results. 
In their contribution Bauer describes a recurrence of 
disabilities in Mandl’s patient, and Kienbéck maintains 
that the condition was one of Paget’s disease (osteitis 
deformans). The patient became worse six years after 
the operation, and was unable to walk: he had calculi 
in the right renal pelvis and a negative calcium 
balance, with greatly increased urinary calcium 
excretion and diminished muscle and nerve excita- 
bility. In view of the renewed hyperparathyroidism 
the gland was given therapeutic irradiation, and later 
another adenoma was sought but not found. An 
excised portion of thyroid, however, contained two 
microscopical foci of normal parathyroid tissue, and the 
continued presence of hyperfunctional but inaccessible 
areas of parathyroid was inferred. Among the reasons 
assigned by Kienbéck for diagnosing this case as one 
of Paget’s disease are: the characteristic radiological 
findings of diffuse thickening and malacia, with a 
characteristic admixture of porosis and sclerosis ; the 
chronic course, with preservation of good general 
health ; the affection of the parts near the ends of the 
long bones ; and the normality of the skull and certain 
other bones. He admits that the finding of a para- 
thyroid adenoma in Paget’s disease is very rare. The 


1 Klin. Woch., May 26th, 1934, p. 767. 
2 Bruns’ Beitr. z. klin. Chir., 19384, clix, 588 and 597. 
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tient’s sister suffered from the same disease in a 
ical form: familial incidence has not been described 

in Recklinghausen’s disease. Kienbéck does not agree 
with those who consider Recklinghausen’s and Paget’s 
diseases as identical. For Paget’s disease he suggests 
the name multiple (osseous) scleromalacia, while con- 
ceding that occasionally the skeleton is affected in 
solitary foci. Reckiinghausen’s disease he would call 
multiple (osseous) cystofibroma, with generalized and, 
occasionally, solitary forms. 


UNDULANT FEVER IN AUSTRIA 


V. Russ has lately published a table’ which covers 
the period 1829-33 (up to July Ist), during which 
altogether 7,405 sera were sent him for examination. 
All were examined for agglutination of Bang’s bacillus. 
Some of the sera had been sent to the laboratory with 
a specific request for examination for undulant fever 
alone; and in this category there were sixty-two 
positive and 916 negative sera. Among the sera sent 
in for the diagnosis of fever of the typhoid group, 
there were sixty-eight in which only Bang’s bacillus 
was agglutinated, and thirty-four in which it was more 
easily agglutinated than other bacilli. Thus, with a 
total of 164 positive sera, the proportion of Bang- 
positive cases was 2.2 per cent. In a second table 
the author publishes the findings of various investigators 
in Germany, Denmark, Holland, Esthonia, Norway, 
and the U.S.A., with regard to the proportion of Bang- 
positive samples of milk ; and he notes that, considering 
how great this proportion is, the susceptibility of human 
beings to this infection must be comparatively slight 
in view of the paucity of definitely established human 
cases. In Germany, for example, only 626 cases were 
notified in 1929, 428 in 1930, and 498 in 1931. In 
the absence of compulsory notification in Germany, 
these figures do not, however, tell the whole story. 
Although pasteurized milk has been convicted of still 
harbouring Bang’s bacillus, this finding does not reflect 
on pasteurization itself, but on the carelessness of the 
persons handling the milk in question. The author 
is sceptical as to contact infections, from one person 
to another, and he considers infected animals as the 
main and practically exclusive source of the disease 
in human beings. 


NEW AND NON-OFFICIAL REMEDIES 


We have received from the American Medical Associa- 
tion two of its annual publications—namely, New and 
Non-Official Remedies, 1934, and the report for 1933 
of the Association’s Council on Pharmacy and 
Chemistry.* The latter volume contains the findings 
of fact upon which changes in the former are based. 
In recent years the policy has been adopted of grouping 
together a number of articles having a similar action 
and introducing the group by a general discussion. The 
effect of these changes is to increase the value of New 


1 Wien. klin. Woch., March 9th, 1934, p. 289. 

2 New and Non-Official Remedies, 1934. Containing Descriptions of 
the Articles which stand accepted by the Council on Pharmacy and 
Chemistry of the American Medical Association, 1934. Chicago: 
535, North Dearborn Street. 

7 Annual Reprint of the Reports of the Council on Pharmacy 
and Chemistry of the American Medical Association for 1933. 
eee Comments that have appeared in the Journal of the 


and Non-Official Remedies as a work of reference, and 
it constitutes an excellent guide to reputable extra- 
pharmacopoeial preparations. The report of the Council 
on Pharmacy and Chemistry consists chiefly of short 
articles explaining the reasons for the refusal of new 
preparations. Some of these make amusing reading, 
and help to explain how clinical evidence in support 
of new remedies is obtained. For example, an article 
in an English medical journal is reviewed as follows: 
‘“On examination, a large part of this article was 
found to be identical, word for word, with a section of 
an advertising booklet issued by the English firm 

.; the remainder of this uncritical- effusion is 
devoted to completely uncontrolled clinical evidence of 
the same sort as that presented in the advertising 
material.’’ The volume also includes some interesting 
reports on important problems regarding which the 
evidence is still obscure. The most important of these 
is a twenty-five-page review of the therapeutic effects 
of oestrogenic substances. The Council concluded that 
the future of sex hormone therapy appears promising, 
but that at present clinical practice has far outrun 
scientific information, and that the subject is unlikely 
to advance until the basic facts are more firmly 
established. 


RADIOLOGICAL TREATMENT OF CANCER: 
LEAGUE OF NATIONS CONFERENCE 


On the occasion of the fourth Radiological Congress, 
now being held in Zurich, the Health Organization of 
the League of Nations has convened an expert con- 
ference to advise on the further prosecution of the 
international inquiry into the results of the treatment 
of uterine cancer by radium and x rays which was put 
in hand at Geneva in consequence of the report made 
by its Radiological Commission in 1929. At this con- 
ference, which met from July 21st to 23rd, Sir George 
Buchanan and Dr. Boudreau represented the Health 
Committee of the League, and the experts attending 
included Sir Comyns Berkeley and Colonel A. B. 
Smallman (England), Professor Lacassagne (France), 
Professor G. Forssell and Dr. Heyman (Sweden), Pro- 
fessor van Rooy and Dr. Jansen (Holland), and Pro- 
fessor Murdoch (Belgium). The conference recom- 
mended that statistical statements with commentary 
should be annually issued, beginning with 1936 and 
relating especially to survivals for a minimum period of 
five years after the initial treatment. The principal 
object of these statements is regularly to present 
statistical information regarding the results obtained by 
the application of radiotherapy to patients suffering 
from cancer of the cervix at different stages when 
certain agreed rules for the preparation and compilation 
of the data have been observed. It is proposed to 
obtain the data through special correspondents in 
different countries, and to have the annual statements 
prepared under the advice of a small expert advisory 
council appointed by the Health Committee of the 
League. 


We have to announce with regret the sudden death, 
at Oxford, of Dr. M. S. Pembrey, F.R.S., late pro- 
fessor of physiology in the University of London at 
Guy’s Hospital Medical School. 
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THE SECTIONS 


SUMMARY OF PROCEEDINGS 


During the next few months there will be published in 
the BRITISH MEDICAL JOURNAL the opening papers com- 
municated to the Scientific Sections of the Annual 
Meeting at Bournemouth. The reports of discussions 
in this and successive issues are intended to give 
members who were not present a general idea of the 
proceedings. 


SECTION OF MEDICINE 
Wednesday, July 25th 


CLINICAL IMPORTANCE OF ACHLORHYDRIA 


With Professor LANGDON Brown, the President, in the 
chair, Dr. ARTHUR F. Hurst opened a discussion on the 
clinical importance of achlorhydria. 

Dr. Hurst first discussed the various functions of the 
gastric juice. The most obvious was the secretion of 
pepsin and its activation by hydrochloric acid ; this was 
a useful but not an essential function. More important 
was the antiseptic action of the acid ; not only was this 
effective in the stomach itself, but it had an action lower 
down, for diminished acidity in the small intestine (a 
condition to which achlorhydria predisposed) favoured the 
growth and spread of B. coli from the colon. Evidence 
was accumulating to the effect that many symptoms 
hitherto ascribed to the stomach or colon were really due 
to disorders of the small intestine. Gastric juice also had 
important functions in connexion with haemopoiesis. 
Achlorhydria was frequently associated with failure to 
deal adequately with the iron in an ordinary diet, with 
a resulting microcytic anaemia, and there was the more 
definite failure to produce the intrinsic factor which was 
the fundamental fact in pernicious anaemia. It also 
produced an enzyme which he called “‘ neuropoietin,”’ 
absence of which led to degeneration of the posterior and 
Jateral columns of the spinal cord. Ten per cent. of 
people secreted less hydrochloric acid than their fellows, 
and the majority of these developed achlorhydria and its 
associated troubles: this was generally due to chronic 
gastritis as the result of prolonged mechanical or chemical 
irritation. Dr. Hurst then discussed the effects of 
gastritis on the gastric juice, attributing to excess of 
mucus a large share in the production of achlorhydria. 
Post-operative achlorhydria following gastro-enterostomy 
was usually caused by gastritis antecedent to the opera- 
tion, or in some cases to a severe gastritis set up by an 
excess of bile in the stomach. The association of achlor- 
hydria with carcinoma of the stomach was again really 
the result of gastritis present before the growth developed, 
and he knew of no case in which free acid, if present 
when the growth was discovered, had been observed to 
disappear with the growth of the cancer. He had !ong 
believed that cancer never developed in a_ healthy 
stomach, and that in 75 per cent. of cases it began in 
a chronically inflamed mucous membrane, usually asso- 
ciated ‘with achlorhydria. If his views were correct, it 
was clear that the main effort in achlorhydria must be 
to remove the gastritis, and in his hands 82 per cent. of 
patients, when treated with this end in view, resumed their 
acid secretion. Dr. Hurst concluded by picturing a future 


in which, with prophylaxis of gastritis or its adequate 
treatment in the early stages, carcinoma of the stomach 
would no more be seen. Dr. KetrH Simpson demon- 
strated specimens illustrating Dr. Hurst’s points, dealing 
particularly with the pathological aspect. He said that 
post-mortem material was useless owing to the extremely 
rapid autolysis occurring after death. 

Dr. Joun F. Wirxkinson (Stockport) said that many 
cases of achlorhydria were only apparent, and when 
investigated with histamine showed free hydrochloric acid, 
In contradistinction to American workers, he had demon- 
strated that histamine stimulated enzyme as well as acid 
pwduction, pepsin and haemopoietin being more important 
than acid. The main symptoms associated with achlor- 
hydria were flatulence, nausea, and diarrhoea. In a series 
of 135 cases of chronic diarrhoea, 32 per cent. had achlor- 
hydria. Sore tongue was also a common complaint, and 
of forty-seven cases 25.5 per cent. had achlorhydria. It 
was important to treat these cases, as carcinoma and 
pernicious anaemia might develop. Of cases resembling 
pernicious anaemia, but with free acid in the gastric juice, 
some showed a persistently high reticulocytosis and did 
not respond to liver treatment, and the prognosis was 
unfavourable. Haemopoietin production was more impor- 
tant than that of acid and pepsin, and normal people with 
achlorhydria, when placed in circumstances unfavourable 
to haemopoietin production, might then develop pernicious 
anaemia. 

Dr. C. C. UnGLtey (Newcastle-on-Tyne) dealt with the 
defects in gastric function connected with absorption of 
food factors associated with achlorhydria. Such defects 
were responsible for the production of pernicious anaemia, 
subacute combined degeneration of the cord, and _idio- 
pathic hypochromic anaemia. Autolysed yeast had some- 
times been found to produce a haemopoietic response in 
pernicious anaemia ; this, however, only occurred if it 
were given by mouth, and so it owed its efficacy presum- 
ably to a content of ‘‘ extrinsic ’’’ and not “‘ intrinsic ” 
factor. Cases giving such a response to yeast must there- 
fore be considered to have retained the power to form 
some “‘ intrinsic ’’ factor, although they showed a hista- 
mine achlorhydria. Clinical analysis suggested that 
pernicious anaemia and subacute combined degeneration 
were really due to a lack of different substances. In 
idiopathic hypochromic anaemia achlorhydria was present 
in over 50 per cent. of cases, and there was frequently an 
associated defect in the secretion of pepsin, chloride, and 
neutral red. The nature of the defect was obscure, but 
as iron was utilized much more completely if injected 
intravenously it was probably a defect in absorption. 
Administration of hydrochloric acid alone had no effect. 
Dr. J. H. AnpeRson (Ruthin) stated that there was a 
mistaken tendency to think of achlorhydria merely in 
terms of cancer and pernicious anaemia. His method was 
to give an ordinary test meal, and, if no free acid appeared 
at the end of the first hour, to inject histamine. Of 225 
cases so investigated, thirty-six received histamine, and 
complete achlorhydria was found in twenty of these. He 
reviewed the symptomatology of these twenty. Little 
alcohol or tobacco was taken by more than a small pro- 
portion ; in very few were the symptoms complained of 
referred to the stomach. Acute infection was present in 
two cases, but chronic infection of some kind had been 
noted in eighteen. There was no anaemia in thirteen 
cases, secondary anaemia in five, and pernicious anaemia 
in two. No evidence supported the view that achlor- 
hydria had any effect on the rate of emptying the 
stomach. Further research was needed into the incidence 
of achlorhydria in a large number of healthy young people, 
with the follow-up of the medical history for at least a 
generation. This would provide adequate evidence for 
or against the importance of achlorhydria. Dr. J. R. 
GILLEsPIE (Belfast) recalled the beneficial effect he had 
seen in a cholera epidemic from giving drinks of dilute 
hydrochloric acid. Dr. G. W. Goopuart pointed out that 
in the production of achlorhydria the muscle as well as the 
mucous membrane played some part. He criticized Dr. 
Hurst’s views on the effect of mucus. Mucus was a 
protective secretion, and produced its maximum effect 
at the end of digestion ; it was quite powerless to neutral- 
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jze the acid in a frecly secreting stomach. He protested 

inst the growing tendency to use histamine alone as 
a routine test-meal stimulant. Dr. Atison N. Macpetu 
asked whether there was sufficient evidence of a separate 
neuro- and haemo-poietin, and suggested that the difference 
might be in the individual susceptibility of the neural 
and blood systems. Dr. DorotHy Hare asked whether 
any useful information could be obtained by measure- 
ment of the volume of acid secretion in ten-minute 
periods after histamine. 


SECTION OF SURGERY 
Wednesday, July 25th 


TREATMENT OF ARTERIAL EMBOLISM 


With the President, Professor G. GREY TURNER (Newcastle- 
upon-Tyne), in the chair, Mr. GEOFFREY JEFFERSON 
(Manchester) read a paper on ‘‘ The Surgical Treatment 
of Embolism of the Peripheral Arteries.’’ 

Mr. Jefferson said that arterial embolism was a grave 
emergency calling for intervention even earlier than a 
perforated viscus. A successful operation averted gangrene 
by restoration of the circulation. Carrel’s experimental 
work on the surgery of the blood vessels, by showing that 
vessels could be incised and sutured without thrombosis 
occurring, a suitable technique being used, had paved the 
way for successful embolectomy. A standardized and 
useful addition to surgery had now been made. This was 
in great measure due to the Swedish surgical school, led 
by Einar Key. In recording his own successful case in 
1925 he had been able to collect from the literature 
seventy-three cases, of which twenty-eight had done well. 
Since then the literature had grown prodigiously, culmin- 
ating in Danzis’s detailed analysis of all cases reported 
up to 1933. Because of this last paper he did not propose 
to make a new survey, but to give an account of his 
personal experiences in embolectomy. Mr. Jefferson then 
detailed his six personal cases. Two of these were com- 
pletely successful. Of these two, one was a case of 
embolism at the junction of the axillary and_ brachial 
arteries after operation for umbilical hernia. The other 
was a case of embolism at the bifurcation of the common 
iliac artery in a patient with auricular fibrillation. One 
had limited post-operative gangrene following subclavian 
embolectomy, whilst another had a slight degree of 
ischaemic contracture following embolectomy at the 
division of the brachial artery. The two remaining cases, 
both suffering from auricular fibrillation, were failures. 
In one of these the embolism was femoral, in the other 
brachial. 

In the discussion that followed, Dr. Max Danzis 
(Newark, N.J., U.S.A.) stated that, as knowledge of the 
good results obtained by Scandinavian surgeons had spread 
through the United States, not only had the operation 
of arteriotomy for peripheral embolism become more 
common, but the time interval between lodgement of the 
embolus and operation had diminished, with correspond- 
ingly good results. It was important to differentiate 
between immediate and end results, since although 41 per 
cent. of cases operated upon obtained immediate post- 
Operative circulatory restoration, about one-quarter of 
these patients died from subsequent secondary emboli. 
None the less, this showed a distinct superiority over non- 
Operative treatment, in which 87 per cent. of patients died 
one to fourteen days after the onset of the disease. The 
causes of death in patients operated on were secondary 
emboli leading to gangrene, cardiac decompensation, 
cerebral emboli, and pneumonia. He did not think opera- 
tion was indicated in patients suffering from severe 
exacerbations of subacute endocarditis or from grave 
shock. Dr. Danzis described a case of recurrence of an 
embolus of the axillary artery at the site of a previous 
successful operation. He favoured regional or block anaes- 
thesia as against local infiltration, because the former 
= of a wider exposure and clearness of the operative 
eid, 


Dr. G. J. Lanctey (Manchester) said the first duty of 
the physician in these cases was to decide whether opera- 
tive intervention was called for, and in determining this 
difficult question it was necessary to be sure that a suffi- 
ciently large vessel had been occluded, that the vessel was 
healthy enough to permit of surgical stitching, and that 
the general state of the patient would admit of immediate 
operation. If the site and the cause of the mother 
thrombus could be determined a big step had been taken 
towards choosing cases for operation. He thought that 
some apparent general contraindications to operation could 
be dealt with adequately for its performance. High-speed 
auricular fibrillation could be quickly controlled by intra- 
venous strophanthin or rectal digitalis, and diabetics made 
safe for operation in a few hours by glucose and insulin. 

Mr. Ernest Fincu (Sheffield) referred to the use of 
Key’s probe for removing the embolus at a distance. His 
experience bore out Neuhof’s statement that return of 
circulation did not necessarily mean that a through 
passage had been obtained at the site of impaction, but 
might mean simply the establishment. of the collateral 
circulation. He described a successful case in which he 
had removed an embolus in the brachial artery by means 
of Key’s probe through an opening distal to the site of 
lodgement. Immediately the clot was ejected there was 
free bleeding from both ends of the vessel, showing how 
the collaterals had become freed. The artery was then 
tied on both sides of the incision and divided. An exactly 
similar case occurred in the practice of a colleague, but in 
this instance the distal end of the artery did not bleed 
after removal of the embolus, and an unsuccessful result 
followed the identical surgical procedure, thus illustrating 
the value of unblocked collaterals. 

Mr. G. E. Larxs (Plymouth) mentioned his experiences 
in four cases of embolism, one completely successful, the 
others impracticable for reasons of multiple emboli or of 
delay before advice had been sought. Post-operative cases 
were the most straightforward, and presented the greatest 
possibilities. He considered that embolism in auricular 
fibrillation occurred at the stage when normal rhythm was 
being restored, and that this gave hope that such cases 
would be given an early opportunity for surgical inter- 
vention. Finally, he discussed possible surgical pro- 
cedures in cases where the operation was performed at 
a stage when it was likely not to prove wholly successful, 
and instanced ligature of the corresponding main vein. 

Mr. A. G. Banxs (Ipswich) recapitulated a published 
successful case of brachial embolectomy in which opera- 
tion was performed four hours after the onset of symp- 
toms. The patient had since had a hemiplegia, probably 
of embolic origin, and had almost completely recovered 
from this. He considered interrupted stitches sufficient in 
a short wound of the vessel. Dr. BERGESTROM (Sweden) 
referred to the successes in the field of pulmonary 
embolism. Mr. E. M. Cowett (Croydon) gave an account 
of a case of traumatic thrombosis of the common femoral 
artery with no pulsation in the limb. He had removed 
a white clot from the vessel, and a long worm of red 
clot from the superficial femoral artery. The circulation 
returned, and the artery remained patent long enough 
for the collateral circulation to be established. A useful 
limb resulted. Mr. L. O’SHAUGHNEsSy spoke of the pub- 
lished successful cases of embolectomy in the abdominal 
aorta, and in particular of a case not operated upon in 
which, in addition to the usual symptoms, there was 
suppression of urine. Necropsy revealed that impaction 
had taken place at the level of the renal arteries. He 
suggested that in such a case embolectomy might suitably 
be carried out through an incision in the descending 
thoracic aorta. Professor A. W. SHEEN (Cardiff) related 
a case of double embolectomy of the common femoral 
arteries. The patient suffered from tertiary syphilis. 
Gangrene was only limited. He was unwilling to accept 
without bacteriological proof Mr. Jefferson’s statement 
that aseptic thrombi would form in relation to a septic 
focus. Mr. Rock CartinG said that the drawback of the 


cases associated with auricular fibrillation was the multi- 
plicity of the emboli. 


The number of cases of paradoxical 
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embolism was quite considerable, and this type held out 
good prospect of complete success. Since emboli were 
associated with extensions of clot both above and below 
the site of impaction, on the whole it was easier to cope 
with such clot through a distal rather than a proximal 
incision. Some of the results were due to spasm of the 
arterioles as much as to the embolus. He thought control 
of the vessel at operation was best achieved by elastic cr 
tape bands passed behind the vessel above and below the 
site. It did not matter much if the suture passed through 
all coats of the vessel. The Presrpent stressed the impor- 
tance of what might seem to be a highly technical subject 
to the practitioner, since only by early attention could a 
successful outcome be hoped for. 

Mr. JEFFERSON, replying, agreed that cases with active 
endocarditis were unsuitable for operation, and that the 
artery was better opened below the site of impaction. 
Referring to clot on the far side of the embolus, he said 
that in one instance, not his own, 125 cm. of clot had 
been removed in two portions. Such clot, he considered, 
did not form at once, but was not long in appearing. 
He always tried to put in his stitches very superficially, 
but agreed with Mr. Carling that it did not seem to make 
any difference if the suture presented a little on the 
interior of the vessel. 


THE Sepric Hanp 

Mr. R. Kennon (Liverpool) in a paper on ‘‘ The 
Problem of the Septic Hand,’’ stressed the importance of 
the organization of special clinics with access to beds 
at general hospitals for treatment of cases of infected 
hands. The problem was threefold: prevention, diagnosis 
and early treatment, and the avoidance of subsequent 
stiffness and deformity. Regarding prevention, he con- 
sidered that punctures by small objects were the 
commonest cause, and that such should be treated at once 
by removing the surface epithelium over the punctured 
area with a razor blade. This relieved tension, whether 
infective or only simple traumatic inflammation was 
present, and allowed egress of the products of inflamma- 
tion. The pricked finger should then be kept dry or have 
a spirit dressing applied, and in the case of a surgeon it 
would be well to have a splint applied at this stage. 
Prevention, again, found scope in the rational treatment 
of trivial affections of the nails, and in this connexion he 
urged the retention of any part of the nail which could be 
conserved. These lesser conditions could assume alarming 
proportions if treated wrongly, by squeezing for non- 
existent pus and by the use of antiseptics and _ boiling 
water. Immersion of the hand in very hot water led to 
devitalization of avascular structures, caused cracks in 
the nails of the other fingers, and was a source of great 
pain. In the early treatment of the streptococcal finger, 
so common in doctors and nurses, he thought removal of 
the surface epithelium at the site of puncture and a sub- 
sequent hypertonic salt dressing the best local treatment. 
Serum therapy must be employed wher rigors occurred. 
Mr. Kennon then dealt with the various forms of whitlow. 
He had found the best indication of tendon sheath involve- 
ment to be the presence of maximal tenderness at a point 
where the sheath ended or narrowed. No force should be 
employed to remove sloughing tendons ; these took about 
a fortnight to separate. In the operative treatment of a 
septic hand general anaesthesia and the use of a tourniquet 
were essentials. Hot fomentations had their highest value 
after operation. Prevention of stiffness could only be 
done by careful timing of removal of the splint and 
institution of voluntary movement. The speaker reviewed 
the assessments for compensation in cases where stiffness 
had supervened in industrial cases. Amputations, apart 
from cases with suppurative arthritis or loss of tendon, 
should be delayed until at least three months had elapsed 
since healing. At that interval it could be determined 
exactly how much should be sacrificed for the patient’s 
particular needs. Amputations were necessary in only 
2 per cent. of cases. 

In the discussion which followed, Mr. P. H. MitrcHiNER 
advocated the admission of all patients with septic hands 
to hospital, and deprecated the use of tourniquets on the 
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the pus. Early active movements were more valuable, 
Mr. E. M. Cowetr (Croydon) thought the use of iodine 
as a first-aid measure should be discouraged because of 
its harmful action on the tissue defences. Mr. H. W. §, 
WriGcut recommended liq. alumini subacetatis (Extra 
Pharmacopoeia) as a suitable lotion for a moist dressing, 
Dr. Goucu (Watford) considered splintage the primary 
treatment, and deprecated too early massage and 
movements. Mr. KeEeNNon, replying, pointed out that 
evidence of decalcification of bone in the x-ray photograph 
of a septic hand should not be interpreted as osteo- 
myelitis. He did not advise early massage, but was very 
much in favour of early active movements. He was in 
entire agreement as to the great advantages of having 
such cases treated as in-patients. 


COMBINED SECTIONS OF OBSTETRICS AND 
GYNAECOLOGY AND PUBLIC HEALTH 


Wednesday, July 25th 


Resutts or ANTE-NATAL CARE 

The opening sessions of the Sections of Public Health and 
of Obstetrics and Gynaecology took the form of a com- 
bined meeting to discuss whether satisfaction could be 
felt with the results of ante-natal care. The obstetrical 
standpoint was presented by Dr. J. S. FatRBarRN and 
Professor F. J. Browne, and that of public health by 
Dr. Erner Cassie (Birmingham) and Dr. G. F. Bucnan 
(Willesden). These four papers are printed in full in the 
opening pages of this issue. 

Professor J. M. Munro Kerr (Glasgow), President of 
the Section of Obstetrics and Gynaecology, who was in 
the chair, welcomed the presence of the members of the 
Section of Public Health as a significant act of courtesy, 
indicating the promise of fruitful co-operation in the future 
as well as in the present. In Dr. Buchan’s unavoidable 
absence, his paper was read by Dr. T. CARNwWaATH, Presi- 
dent of the Section of Public Health. 

Dr. E. H. T. (M.O.H., Hounslow) that 
public health administrators were in a difficult position, 
since general practitioners were losing their experience of 
midwifery, and it was doubtful how far their services 
would be utilizable in the future, as their knowledge of 
how to deal with emergencies was diminishing. Neverthe- 
less, to take work away from them would be doing a 
disservice to the community. Much more co-operation 
was needed in the future between ante-natal clinics and 
practitioners. 

Mr. Ateck BourNeE said that when ante-natal care 
was first instituted too much had been expected from it. 
Too many minor pathological conditions were being dealt 
with as though of major significance and requiring more 
serious treatment than was really necessary. Not enough 
consideration was being given to the management of 
labour without intervention, whenever possible. More 
confidence should be induced in the patient. 

Dr. C. E. Gauti.r-Smiru (Bournemouth), speaking as a 
private general practitioner, regretted the insistence in the 
general press and in conversation upon obstetrical dangers. 
Many cases of primary inertia were of psychological origin. 
Parturition should be represented as an athletic feat, and 
ante-natal care be regulated accordingly. The capacity 
of the skull to mould was often forgotten. The private 
practitioner could do much to instil in the patient 
during ante-natal supetvision that confidence which would 
ensure a happy issue. Dr. R. A. Wersu (Northumber- 
land) asked how practitioners might hope to be re 
munerated for the work required of them in ante-natal 
supervision. 

Dr. W. H. F. Oxtey (Poplar) referred to the coincident 
rise of maternal mortality and the increase in the number 
of ante-natal clinics, as shown by Dr. Cassie’s figures. 
This might be attributed to the disappearance of the 
general practitioner in this connexion, and to the terror 
instilled in the prospective mother by the emphasis laid 
on maternal abnormalities. The importance of this 
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psychological factor had not, been stressed enough. Ante- 
natal work could not stop eclampsia, which might occur 
without previous albuminuria. Public health authorities 
should do more to get midwifery ante-natal work back 
into the hands of the general practitioner, who should 
have better access to hospital accommodation. Mr. L. C. 
Rivert commended Dr. Oxley’s system, with its stress 
on the work of the midwife, seconded by the general 
actitioner, and with the specialist in the background 
ready to help. Dr. JANE Turnputt (Ministry of Health) 
said that the ante-natal clinic was an excellent co- 
ordinating agency, linking up local treatment with general 
subsidiary organizations. There could not be satisfaction 
with the results of ante-natal care in its present un- 
developed state. Dr. W. P. Grieve (Ipswich) asked if 
eclampsia was always preventable. Dr. J. S. LoGANn 
(Swindon) said that while the number of births was de- 
creasing the demand for treatment was increasing. There 
was thus a loss of material for the purposes of training 
medical students and midwives. Dr. A. B. Murray 
(Banff) pointed out that conditions varied much in 
different parts of the country. Schemes too often began 
at the wrong end. The doctor should be in control from 
the beginning, and not only be called in at the end. Even 
a good scheme was not universally applicable. Obstetri- 
cal specialists could not be utilized in widely scattered 
rural communities ; the general practitioner was in these 
the vital factor, and should be the first concerned in any 
consideration of schemes. But his training was usually 
inadequate, and his lack of experience was lamentable. 
Professor MuNRO KERR said that the stage of satisfac- 
tion with generalities had been passed. The establish- 
ment of normal pregnancy and labour, the creation of an 
obstetric conscience, the physical effect of pregnancy and 
labour, and other similar expressions were excellent catch- 
phrases for public addresses and good copy for the lay 
press, but the medical profession must get down to 
concrete proposals and well-defined details for improving 
the obstetric services of the country. The ante-natal 
service suitable for large urban areas was not necessarily 
the best for rural and small urban areas, which must 
necessarily have a_ general-practitioner-midwife service. 
For densely populated industrial areas the only solution 
was the employment of midwives by local authorities. 
Properly paid and housed they should form an integral 
part of the local health service. Each midwife should be 
made responsible for the ante-natal care of 100 to 110 
patients annually, operating from the local clinic and 
doing as much as possible of her work in it. The clinic 
would be open night and day, and house the obstetric 
outfits as well as the clinical notes. Ancillary medical 
services should also be directed from the clinic, which 
should be in close liaison with the local maternity hos- 
pital. The midwife should be the patient’s health visitor 
during pregnancy and the puerperium. This arrangement 
was simple, inexpensive, and satisfactory, as had been 
demonstrated by Dr. J. Buchan of Bradford, the only 
medical officer, the speaker believed, who had fully tried 
out this system in this country. It had been very success- 
ful ig siolland and other Continental countries. Three 
other agents remained, less easy to adjust—namely, the 
midwife practising on her own account, the medical officer 
of the ante-natal clinic, and the local general practitioner. 
The midwife practising thus needed a large number of 
confinements to make a living, and could not adequately 
supervise her patients during pregnancy. She would 
have, therefore, to carry on her work in that part of the 
community which could pay higher fees, but would there 
be competing with the general practitioner. The clinic 
medical officer was too often inadequately trained, and 
under the present arrangement took no part in actual 
obstetric practice ; the midwife, in cases of difficulty, 
summoned a general medical practitioner who might never 
have seen the patient before. The family medical practi- 
tioner would find it difficult to carry on the staff work 
required at a clinic, owing to the exigencies of general 
practice. He could only tie himself down to definite 
hours if there was established a general medical service 
for all insured persons and their dependants, and for all 
ailments. Such a service would operate from a general 


medical welfare clinic, ante-natal work being then only 
a part of the general routine work of the medical practi- 
tioner. The speaker hoped that this solution would 
materialize. Medical practitioners would have to agree to 
conduct treatment of this kind in respect of insured 
persons in and from the clinics. Failing such agreement 
this line of medical work would be removed from the 
general practitioner as tuberculosis had been. In rural 
areas ante-natal work must be carried out by district 
nurses and general practitioners, for the clinic could not 
be utilized in sparsely populated districts. The results 
shown by the service of the village nurse-midwives of 
the Queen’s Institute of District Nursing in England were 
wonderfully good, but there must be a greater supply of 
maternity beds localized in carefully selected towns. Dr. 
A. S. GARDEN (Southport) did not see how general practi- 
tioners could undertake ante-natal work. Dr. S. GORDON 
LuKer (Poole) entirely favoured doctors maintaining 
contact with ante-natal work and the subsequent con- 
finements, but few had time to do so, or the keenness. 
The best results were obtained by keeping in touch with 
hospitals. Primigravidae were in quite a different class 
from multiparae. All women in their first pregnancies 
needed a medical adviser. Dr. T. G. STEVENS said that 
medical practitioners did not take the opportunities offered 
for examination. Teaching was not inadequate in the 
medical curriculum ; any deficiency resulting was the 
fault of the medical students, who, as a class, were too 
often indifferent as regards obstetrics. 

Dr. FarRBAIRN, replying, recalled a similar discussion at 
the Portsmouth meeting, which had been described as 
querulous. The general practitioner had done much to 
instruct teachers in obstetrics, and to instil confidence 
into patients. The study of the natural forces concerned 
was the important thing in ante-natal work, and the 
personal factor had to be definitely considered. The 
general practitioner was the ideal person to ensure natural 
physiological functioning before and during parturition. 
When he worked happily and closely with midwives the 
best results might be expected. The speaker referred to 
the Queen’s Institute system, the figures of which in- 
dicated that the best results were obtained when the 
preliminary work was carried out by the midwife, the 
doctor being called in secondarily when required. Dr. 
CaRNWaATH felt that preconception, or even ante-marital, 
care was almost more important than ante-natal care. 
The best hope of progress lay in those agencies which 
were dealing with the health of growing girls, particularly 
in the years after leaving school. He thought that ante- 
natal clinics might have been better organized in the past, 
and there was more hope in the future of reducing the 
maternal mortality rate. Professor Browne, in reply, 
agreed that very few cases of eclampsia could not be 
prevented, especially if our knowledge of the early signs 
of toxaemia was improved. Why should not the 
measurement of blood pressure become a routine? Dr. 
Cassie said that ante-natal clinics had definitely reduced 
maternal morbidity. 


SECTION OF PAEDIATRICS 
Wednesday, July 25th 


ENCEPHALITIS 


With the President, Dr. F. JoHN Poynton, in the chair, 
Dr. W. G. WyLLie opened a discussion on encephalitis. 

Dr. Wyllie pointed out that it was in the period of 
childhood when so many forms of encephalitis occurred. 
He first classified the condition into suppurative and non- 
suppurative groups, and proceeded to review in particular 
the various types of the latter, dealing first with encephal- 
itis lethargica and polio-encephalitis, diseases of virus 
causation with a clear-cut pathology. After reviewing 
the clinical features of these varieties, Dr. Wyllie spoke at 
greater length on the group of encephalopathies associated 
with the acute fevers, exanthemata, and vaccination, all 
of which had been intensively studied in recent years. 
He described the family likeness of these forms of 
encephalitis, mentioning their abrupt appearance at least 
a week after the onset of the acute snecific fever. 
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Meningeal symptoms and drowsiness occurred at the onset, 
leading to coma, and as the patient recovered conscious- 
ness various types of paralysis became obvious. Dis- 
cussing the relative frequency of such complications of 
the exanthemata, Dr. Wyllie drew attention to the 
raised incidence of recent years. Pathologically these 
forms of encephalitis fell into two groups—one with acute 
toxic changes and the other with demyelinization. Finally, 
he gave an account of the type known as spontaneous 
acute disseminated encephalomyelitis. Here the condi- 
tion arose spontaneously, but both clinically and patho- 
logically it was again possible to recognize two varieties: 
one with toxic changes, with good eventual prognosis 
when the initial stages were safely over ; the other, a 
demyelinization type. In conclusion, he stressed the value 
of examination of the cerebro-spinal fluid, and_ briefly 
mentioned methods of treatment. 

Dr. said that the impression he had 
got from personal experience was that encephalomyelitis 
secondary to exanthemata was remarkably rare, while the 
spontaneous form was extremely common. This was pos- 
sibly because the relative benignity of the latter type 
allowed it to escape notice. He thought the diagnosis 
should be based not so much on symptoms as on the 
course of the disease. The characteristic points about this 
were the shifting of the symptoms, fresh ones developing 
when the earlier ones were clearing up, and that except 
in the comparatively few fatal cases the patients recovered 
completely without any lasting ill effects. Dr. Hobhouse 
spoke of the differential diagnosis, mentioning the two 
disorders for which acute encephalomyelitis was most 
likely to be mistaken. These were tuberculous meningitis 
and poliomyelitis, and in the former the most helpful 
point was the chloride content of the cerebro-spinal fluid, 
which was unaltered in the encephalitis cases. As regards 
poliomyelitis, he mentioned the fact that some active 
movements of apparently paralysed muscles could be 
obtained, even though the child was reluctant to move 
them, in the encephalitis as distinct from the infantile 
paralysis patients. Affection of the sphincters was com- 
mon in the encephalomyelitis cases. In conclusion, Dr. 
Hobhouse spoke of acute hemiplegia, maintaining that 
this was more likely to be of vascular origin, and, this 
being venous rather than arterial, there were differences 
in behaviour from most cerebral vascular complications. 

Dr. W. H. Best (Bournemouth) dealt with the question 
of whether there were any controllable factors in cases of 
encephalitis which predisposed to infection, stressing the 
fact that specific treatment during the acute stage was 
futile at the present time. In the absence of precise know- 
ledge it was necessary to fall back upon general prophy- 
lactic measures. He thought it of great importance that 
the mouth, nose, and throat should be kept as healthy 
as possible, and equally important was the thorough venti- 
lation of class rooms and dormitories. Attention must be 
paid to the presence of vitamin A in the diet and the 
provision of pure, fresh milk for children. In addition, it 
was necessary to maintain a stable condition of the 
nervous system, eliminating as possible predisposing 
causes to encephalitis all forms of nervous exhaustion and 
emotional strain. Extra hours of sleep were also of value. 
Finally, Dr. Best mentioned the possibility of post- 
vaccinial encephalitis being related to a virus in the skin, 
and he stressed the importance of adequate measures to 
secure disinfection of the skin and of the instruments used. 

Dr. T. R. Hitt described his experience with children 
suffering from chronic or post-encephalitis lethargica. 
There were two broad groups: one with Parkinsonism 
and one with mental symptoms showing themselves as 
behaviour disorders. Although there were some mixed 
types, the fully developed cases tended to fall into one 
or other group. The symptoms of the behaviour dis- 
order might appear during the acute attack, consisting 
of restlessness and wakefulness combined with impulsive 
destructiveness. Dr. Hill discussed in detail the way in 
which the instincts and emotions in such cases appeared 
to have undergone exaggeration, emphasizing the fact 
that this was not due to loss of inhibition by the higher 
centres. He concluded by referring to the possibility that 
nervous or difficult children might suffer from constitu- 


tional abnormalities of the same part of the nervous 
apparatus as was damaged in encephalitis lethargica, 

The PRESIDENT referred to cases of post-vaccinial and 
lethargic encephalitis which he had seen, and he men- 
tioned the question of the relation of chorea toencephalitis, 
He regarded the former as a rheumatic meningo-encephal- 
itis. Dr. G. M. Frypiay spoke of viruses in relation to 
the central nervous system, dividing them into strictly 
neurotropic, those which can be rendered neurotropic, and 
non-neurotropic. He stressed the fact that no known 
virus by itself was capable of producing demyelinization. 
Dr. H. CuopakK GReEGorRY asked for more information on 
prognosis. The parents of a child with encephalitis always 
wanted to know, first, if the child was going to recover, 
and, secondly, if the brain was going to be affected. Dr, 
B. E. ScCHLESINGER mentioned the curious incubation 
period between the onset of the acute specific fever and 
the occurrence of encephalitis as a complication. He 
wondered whether allergy played a part in view of such a 
latent period. He asked, in conclusion, whether public 
bodies were not out of date in insisting upon vaccination 
before children could be admitted to convalescent homes. 
Antidiphtheritic inoculation seemed more logical at the 
present time. Dr. R. D. Clarkson (Larbert) spoke of the 
similarity between chorea and some cases of lethargic 
encephalitis. He thought that a very long period was 
necessary after an attack of encephalitis before the final 
prognosis could be made with certainty. 


SECTION OF NEUROLOGY, PSYCHOLOGICAL 
MEDICINE, AND MENTAL DISEASES 


Wednesday, July 25th 


THe Use oF NARCOTICS 


With the President of the Section, Dr. Lioner A. 
WEATHERLY (Bournemouth), in the chair, Lord Horprer 
opened a discussion on the use of narcotics in the treat- 
ment of nervous and mental patients. 

Lord Horder distinguished between pain killers and 
sleep producers, although, he said, the two groups over- 
lapped. The key to the successful treatment of insomnia 
was to find the cause or causes. These included psychical 
causes, especially anxiety (that is, mental pain) in various 
forms, and notably anxiety about not sleeping. They 
required psychological treatment. Most people, in fact, 
slept more than was necessary. Over-stimulation of the 
mind, over-fatigue of the body, dyspepsia, fever, circu- 
latory and respiratory lesions, the psychoses—any or all 
of these might result in sleeplessness. As to remedies, all 
possible general measures should be considered first. The 
next approach was by way of drugs ; alcohol and its risks 
as a hypnotic must be considered. Opium and its deriva- 
tives were indicated only where sleeplessness was due to 
severe pain. Hyoscine and the older hypnotics had long 
been used. The newer group—the barbiturates—marked 
a great advance because of exactness of dosage and con- 
stancy of effect. The ideal hypnotic unfortunately did 
not exist. It was not the drug, however, but the develop- 
ment of a drug habit that called for condemnation. 
Sedative drugs formed a means of escape from life and 
its troubles. Sleep itself was a form of escape from life. 
A definite scheme should be adopted for each patient. 
He was convinced that the ill effects attributed to hyp- 
notics were considerably exaggerated. 

Dr. R. CUNYNGHAM Brown (Bournemouth) stated that 
in an inquiry instituted by the Board of Control it had 
been found that there was great variation in the kind 
and amount of sedatives used in mental hospitals. It 
seemed clear that the order and tranquillity of mental 
hospitals had little relation to the extent to which 
sedatives were employed. His own view was that for 
mental patients they played a valuable part in relieving 
feelings of anxiety and distress ; in alleviating excitement ; 
and in reducing violence. As pure hypnotics they were 
comparatively infrequently employed ; insomnia per sé 
seldom arose in mental hospitals or among psycho- 
neurotics. 
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Dr. James CoLLieR spoke of the actual effect of the 
barbiturates on the nervous system. These drugs, he 
said, tended to concentrate in the cerebro-spinal fluid, 
and thus acted specially upon the nervous system. Re- 
moval of cerebro-spinal fluid most effectively relieved 
cases of barbiturate poisoning. In some cases poisoning 
occurred without overdosage, probably due to abnormal 
retention: symptoms might suggest tumour of the quadri- 
geminal region. He considered the barbiturates safe and 
valuable drugs, and had not found any ill results from 
controlled medicinal administration. They might, how- 
ever, be very dangerous where vitality was low and 
oxidation processes slow, and would therefore be abso- 
lutely contraindicated in pneumonia. 

Dr. Harotp StmMMons (Bournemouth) said that from 
the point of view of general practice the relief of imme- 
diate symptoms was a preliminary necessity. Hypnotics 
were therefore often necessary as a first-aid measure. For 
nerve-racked patients he used bromide combined with 
some tasteless form of valerian, often replaced by small 
doses of luminal or chloralamide. Barbiturates, however, 
were usually needed to obtain sleep. The doctor’s place 
as confidant often enabled great psychological help to be 
given by a general practitioner. In thirty-five years’ 
experience he had never seen a case of habit from the 
use of barbiturates. 

Dr. MARGARET VIVIAN (Bournemouth) stated that her 
experiences in her own nursing home for mental patients 
was that narcotics should be regarded as emergency 
measures and not as remedies likely to lead to cure. 
Of all forms of restraint drug restraint was the least 
desirable. Patients suffering from serious insomnia were 
never easy to deal with. Drug addicts suffering from 
withdrawal symptoms were also a very grave problem. 
Dr. Modinos in Egypt had treated such cases by auto- 
serctherapy: that is, he blistered the patient and re- 
injected the blister fluid. She had had a dramatic success 
with a doctor who was a morphine addict. This might 
also prove a valuable treatment for alcoholism. Dr. 
EpGaR Martin (Salisbury) thought that, although nar- 
cotics multiplied, sufferers from mental illness were in- 
creasing. It was not the drug that was to be blamed, 
but the use made of it. Each patient must be considered 
individually and the narcotics carefully chosen to suit 
individual needs. Dr. R. EaGer (Exminster) spoke of 
the lack of guidance in the use of narcotics which existed 
even to-day. Paraldehyde, for example, was given in 
some 90 per cent. of cases in mental hospitals in this 
country because it was regarded as safe and non-habit- 
forming. Its excretion through the lungs, however, made 
it a dangerous irritant of the mucous membrane. Atten- 
tion to general health and to the way in which the day 
was spent by the wise use of occupation therapy, which 
was greatly encouraged in his own hospital, should go 
far to remove the necessity of narcotics for mental 
patients. 

Sir Rosert ARMSTRONG-JONES referred to the essential 
need for sleep, and stressed the danger of noise to 
the nervous system. Dr. T. A. Witiiams (Bordighera) 
mentioned Paviov’s definition of sleep as an inhibition. 
It was a form of escape from metabolic tension which 
otherwise would lead to exhaustion. It was important 
to remember this when dealing with cases of insomnia. 
He stressed the psychological factor, especially anxiety, 
as a cause of sleeplessness. Dr. AGNES SAVILL had found 
treatment by the constant current, which was started 
by Dr. Leduc, of great value in cases of mental strain 
and fatigue resulting from mental work. She thought 
that music as a sedative had not been sufficiently con- 
sidered. Professor Dawson (Australia) spoke of the value 
of sedatives in the treatment of nervous children, espe- 
cially by small doses of bromide and the barbiturates. 
He stressed the importance of a full inquiry into all the 
circumstances of the child’s life. Psychological difficulties 
could not be cured by drugs alone. The results of the 
experiment he had carried out with Dr. Mary Barkas, at 
the Maudsley Hospital, on the treatment of dementia 
praecox by prolonged narcosis with somnifaine had been 
very disappointing. Dr. Epwarp MApoTHeR said that he 
had tried morphine on depressed and melancholic patients 
with unsatisfactory results. Somnifaine was useful on 


account of its persistent effects, but it was of considerable 
danger when used to produce twiltght sleep. Dr. Doris 
Opium (Bournemouth) stressed the value of ammoniated 
tincture of valerian as an adjuvant to bromide, especially 
in the treatment of the psychoneuroses. She had found 
that the ordinary B.P. drug was more effective than the 
proprietary odourless preparations. 

Lord Horper, summing up, agreed that the adolescent 
was better for too much sleep rather than too little, 
but after the age of 20 over-sleeping was nothing but a 
bad habit, and represented an attempt to escape from the 
realities of life ; it should be resisted strenuously. Day- 
light saving ought not to interfere with the sleep of 
children merely from the point of view of going to bed 
by daylight. Darkness should not be essential to sleep. 
In regard to Leduc’s treatment by the galvanic current, 
he thought the effects might be largely attributed to sug- 
gestion, but if it succeeded in soothing the patient it was 
by no means to be despised on that account. 


SECTION OF ANAESTHETICS 
Wednesday, July 25th 


CLOSED ANAESTHESIA WITH CO, ABSORPTION 


With Dr. C. F. Haprtetp, President of the Section, in 
the chair, Dr. W. B. Primrose (Glasgow) opened a dis- 
cussion on closed anaesthesia with CO, absorption. 

Dr. Primrose described a single-phase apparatus known 
as the anaesthetor M.7, in which expired carbon dioxide 
is absorbed by a solution of catistic soda and the re- 
covered nitrous oxide is available for further use. An 
essential feature of this system, he said, was the necessity 
for obtaining a gas-t:ght joint between the apparatus and 
the patient. This was effected by means of a pharyngeal 
tube carrying an inflatable rubber collar at its distal 
extremity. There was no necessity for proportioning the 
percentage of gases accurately, and oxygen was therefore 
supplied direct to the patient as his condition demanded. 
The apparatus was compact and light, easily handled, and 
simply constructed: there were no fine adjustments to 
become deranged. The working costs were the lowest 
possible, as the consumption of anaesthetic gas was inde- 
pendent of the duration of anaesthesia. 

Dr. T. A. B. Harris gave an account of a two-phase 
apparatus in which carbon d‘oxide was absorbed by soda- 
lime incorporating a colour indicator. Anaesthetic gases 
were inspired from and expired into a bag fitted with a 
lever system, so that any predetermined pressure could 
be kept at a constant level. In this way the depth of 
anaesthesia could be automatically maintained. Dr. 
Harris believed that the absorption of carbon dioxide in 
a closed system of anaesthesia constituted a means of 
employing three physiological principles: (1) oxygen 
regulation based on the metabolic requirements of the 
patient ; (2) the control of the anaesthet:c agent by 
regulating its partial pressure in alveolar air ; and (3) a 
flexible and accurate control of carbon dioxide. He con- 
sidered that the dead space should be as small as possible, 
and consequently he favoured a two-phase system. In 
the unlikely event of the soda-lime supply becoming 
exhausted, as shown by the colour change, the admin‘stra- 
tion could instantly be converted from closed to open 
while the soda-lime was being renewed. Soda-lime ab- 
sorbed any carbon monoxide which might contaminate 
nitrous oxide. 

Dr. Frankis Evans, in an account of a two-phase 
apparatus designed as far as possible from standardized 
parts, said that soda-lime was employed in order to absorb 
carbon dioxide. He had found the proportion of 
this gas in the bag to be 0.45 per cent. after one hour, 
1 per cent. after two hours, and 2 per cent. after three 
and a half hours’ anaesthesia. He changed the soda- 
lime after three to four hours. Dr. Evans considered 
that, when using the single-tube method, the tube con- 
necting the patient to the absorber should not exceed eight 
inches in length, otherwise the dead space constituted a 
decidedly adverse effect. In this respect he cisagreed 
with Dr. Primrose. Apart from economy in use, carbon 
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dioxide absorption had the following advantages: no 
smell of ether in the theatre ; rapid induction, recovery, 
and control ; and extreme portability. The patient ex- 
perienced less heat loss, and was guarded from bacterial 
infections of the respiratory tract. A  well-fitting face- 
piece was preferable to a pharyngeal tube. 

The PreEsIpENT stated that experiments conducted some 
time ago showed that the amount of carbon monoxide 
present in nitrous oxide was negligible. He pleaded for 
care in the use of a Clausen harness. Dr. W. J. PHILLIPS 
(Newcastle-upon-Tyne) expressed a preference for endo- 
tracheal anaesthesia. He inquired if closed anaesthesia 
in conjunction with an endotracheal tube was feasible. 
Dr. BRENNAN (Manchester) thought that Dr. Primrose’s 
pharyngeal tube showed no advantage over an endo- 
tracheal tube. 

Dr. Primrose, in reply, said that in his apparatus 
provision was made for lessening the dead space. The 
apparatus was expensive. As premedication he recom- 
mended the use of omnopon 1/3 grain without atropine 
or scopolamine. He had never had difficulty with the 
airway. Both Dr. Harris and Dr. Evans stated that they 
did not hesitate to use an endotracheal tube with this 
method of anaesthesia. 


SopIUM EVIPAN 


Dr. H. J. A. StmmMons (Bournemouth), in a paper based 
on his experience of sodium evipan in 100 cases, said 
that one of the great advantages of this drug was the 
rapidity of induction ; in the majority of cases amnesia 
was such that the patient remembered nothing after the 
insertion of the needle. The method employed was to 
inject the solution at a standardized rate with the patient 
counting ; the total dose was double the amount given 
at the time the patient ceased to count, and in practice 
was nearly 10 c.cm. for an adult. He had observed that 
after induction with sodium evipan the amount of ether 
necessary to maintain relaxation was remarkably small. 
He had used thés drug with success in obstetrical, dental, 
orthopaedic, and ophthalmic work ; in the latter, the 
absence of vomiting was a great advantage. He had 
given sodium evipan in small doses with success in 
psychological cases which were resistant to suggestion. 
Regarding premedication, he was not impressed by the use 
of morphine or its derivatives in this connexion. In one 
case, after the subsequent administration of 7 c.cm. of 
sodium evipan solution to a young and healthy girl, it 
was necessary to give carbon dioxide and oxygen for over 
two hours, in addition to other stimulants, in order to 
resuscitate the patient. 

The PreEsIpENT did not advocate the use of sodium 
evipan in midwifery. Dr. Evans thought the employ- 
ment of morphine and its derivatives as a premedicament 
for sodium evipan was not without danger. He asked 
if Dr. Simmons had met with any cases of post-operative 
liver damage. Dr. R. K. Fourkes (Exeter) was of the 
opinion that premedicaments should be given with caution 
in all forms of basal anaesthesia. Dr. J. Becketr (Dublin) 
regarded sodium evipan as uncertain in its action. For 
dental work he believed that this drug should not be 
administered to a patient in a dental chair. Dr. E. W. 
STRANGE (Wolverhampton) stated that he had used sodium 
evipan as an anaesthetic for thoracic surgery. Dr. 
BRENNAN (Manchester) had had no trouble with this drug. 
Dr. J. C. A. Norman (Broadstone) had given 7 c.cm. of 
the anaesthetic in midwifery, and had experienced no 
difficulty. Dr. O’Dowpb (Birmingham) asked if there was 
a remedy for the excitement which was prone to follow 
the administration of sodium evipan. In his experience 
many cases were uncontrollable for some hours afterwards. 
Dr. FaLKNER Hitt (Manchester) believed that the drug 
should be employed with caution. 

Dr. Simmons, in reply, said that he did not advocate 
the use of sodium evipan in the dental chair. He had 
found morphine useful for post-operative restlessness. 
He was convinced that the drug was a respiratory 
depressant. 

Dr. RonaLp JARMAN showed a film demonstrating the 
technique of administering sodium evipan. 


SECTION OF PATHOLOGY, BACTERIOLOGY, 
AND BIOCHEMISTRY 


Wednesday, July 25th 


PATHOLOGY OF CORONARY OCCLUSION 


With Professor Joun S. YounG (Belfast), a vice-president, 
in the chair, Dr. R. T. Grant opened a discussion on the 
pathology of occlusion of the coronary arteries. 

Dr. Grant said that atheroma and thrombosis stood 
first as causes of coronary occlusion. The general factors 
in atheroma were advancing years and hypertension. It 
was difficult to say exactly how important hypertension 
was. In Levine's series 40 per cent. were known to have 
had hypertension and 4 per cent. were known not to 
have had it ; no evidence was available in 56 per cent, 
Coarctation of the aorta caused hypertension from birth, 
and in each of three cases Lewis found atheroma and in 
one myocardial infarction. Abbott, however, in 200 cases 
did not record any such association. Animal experi- 
ments had given little help, and at present hypertension 
must be regarded merely as an intensifying factor in 
atheroma. The importance of diabetes had been estab- 
lished, though the mechanism was obscure. The signifi- 
cance of local factors in causation was suggested by 
the irregular distribution and favouring of certain 
sites. Necropsy findings did not support the view 
that the incidence of atheroma in the coronary 
arteries was exceptionally high. The incidence in the 
coronaries was highest about the origin of the anterior 
descending branch of the left coronary. There was little 
definite knowledge concerning thrombosis, but the chief 
factor was a diseased vessel. As a rule, the more severe 
the atheroma the greater was the risk of thrombosis, but 
there were many exceptions. If occlusion was. slow, 
atrophy occurred and gradual fibrosis ; if it was rapid, 
there was acute necrosis, also followed by fibrosis. It 
was difficult to offer any explanation but spasm for the 
occasional cases in which at necropsy no complete obstruc- 
tion was found. <A possible alternative was that, where 
the vessel was already narrowed, necrosis might be pro- 
duced by reduction of blood supply from external causes, 
such as myocardial failure or reduction in blood pressure 
from haemorrhage. In rabbits acute anaemia combined 
with work on a treadmill could cause necrosis of the myo- 
cardium. Dr. Grant then discussed the cases of gradual 
coronary occlusion in which the myocardium survived. 
Here, he said, there must be an alternative supply. He 
explained the difficulties in accepting the view that the 
thebesian vessels might nourish the myocardium, and 
suggested that more attention might be paid to the 
possibilities of other anastomotic channels, such as 
branches of the internal mammary and bronchial arteries 
and the vasa vasorum of aorta and pulmonary artery. 

Professor J. B. DuGuip (Cardiff) put forward the view 
that arterial degenerations tended to widen the arteries 
rather than to narrow them. He claimed that ordinary 
histological preparations did not give a true picture of 
the size of the artery in life. The wrinkling of the elastic 
lamina in histological sections supported this contention. 
It had been shown by Dr. C. V. Harrison that per- 
fusion with sodium fluoride solution enabled one to study 
arteries in a more natural state. Professor Duguid 
showed slides of a perfused and an unperfused kidney 
from the same patient. The dilatation of an artery with 
each pulse wave was passive, and its contraction an elastic 
recoil: the latter failed in degenerate vessels. The elasticity 
and the post-mortem contraction of the vessel depended 
on the integrity of the media, while atheroma was a 
lesion of the intima. The evidence of any association 
between coronary atheroma and myocardial disease was 
slender. 

Dr. GEOFFREY BourRNE recognized two main factors in 
the causation of coronary thrombosis—local disease and 
a tendency to thrombosis. Most cases of coronary 
atheroma never developed thrombosis, and_ therefore 
general factors must be important. He described two 
cases in which coronary thrombosis was associated with 
thrombosis of the retinal artery, and he had found two 
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cases in the literature in which there was associated 
thrombosis elsewhere—in one instance a symptomless left 
subclavian thrombosis. The absence of symptoms in the 
last case suggested that the association might be found 
to be more frequent if it were searched for. Dr. Bourne 

leaded for the discontinuance of the term angina pectoris, 
and for the classification of cases as coronary throm- 
bosis, angina of effort, and spasmodic angina. The patho- 
logy of the first had been determined. The angina of 
effort showed a constant relation between pain and effort 
which was probably due to the narrowing of the coronary 
artery. Post-mortem findings in such cases needed in- 
vestigation. There appeared to be a further factor in 
spasmodic asthma. Two or three anginal attacks a day 
might occur for years, and these could not all be due 
to thromboses. A spasmodic theory was debatable, but 
could not at present be ruled out. 

Dr. T. F. Corron dealt with the pathological relations of 
pain, dyspnoea, and syncope in coronary occlusion. Pain 
was due to inadequate blood supply to the myocardium. 
The pain of sudden occlusion was characteristic ; its 
severity bore no necessary relation to prognosis, which 
remained uncertain for three weeks. Many patients sur- 
vived and became anginal subjects, and one-third of 
anginal cases gave a history of coronary occlusion. Occlu- 
sion might have no serious consequerces, or angina might 
follow years later. Prolonged pain was very suggestive of 
occlusion. Vaso-constriction was also a cause of pain. 
Functional vaso-constriction as wel! as occlusion might 
give rise to ventricular fibrijlation, which was a common 
cause of death in angina. Vaso-constriction and occlusion 
were distinguished by their response to nitroglycerin. 
Ischaemia from occlusion might cause any type of 
arrhythmia. Dr. Cotton described a case of auricular 
fibrillation following angina, in which an aneurysmal 
dilatation of the right auricle suggested that there had 
been obstruction of the blood supply to the auricle. He 
said that breathlessness often developed with the pain, 
and might continue some days after the pain had sub- 
sided ; it might be due to increased vagal tone. 
Dyspnoea without pain was a symptom of heart failure. 
In some cases breathlessness had the features of asthma ; 
there was pulmonary congestion without congestion of 
systemic veins, and the breathlessness was perhaps due 
to left ventricular failure. Syncope following occlusion 
might be difficult to distinguish from shock due to other 
causes, while biliary colic might be difficult to distinguish 
from coronary thrombosis. The syncope of the latter was 
vaso-vagal in nature. Dr. A. S. Srracuan (Johannes- 
burg) described a case supporting Dr. Bourne’s views in 
which at necropsy, in addition to coronary thrombosis, 
thrombosis was found in the aorta, the renal arteries, and 
in practically every organ. In Johannesburg atheroma 
was found at a relatively early age, usually associated 
with calcification. The incidence of calcification was of 
interest in view of the excess of sunshine and of calcium 
im the water in Johannesburg. The high incidence found 
among Jews suggested a dietary factor, and Dr. Strachan 
had found only two cases of coronary thrombosis in 2,000 
native necropsies. Dr. W. N. Leak (Winsford) inquired 
as to the possibility of anticipating occlusion, and as to 
the time relation of the pain and the thrombosis. He 
described a case seen within five minutes of onset in 
which a cardiac stimulant appeared to have aborted an 
attack. Dr. S. S. Suzman described cases of coronary 
thrombosis with a history of previous attacks of tem- 
porary blindness from vascular spasm. This suggested 
that spasm might also be a factor in causing the myo- 
cardial infarction. Dr. H. McPuepran (Toronto) drew 
attention to cases of syncope without pain, proved to be 
due to coronary occlusion. He stressed the importance 
of sepsis--for example, of the teeth—as a causal factor, 
and he described a case of cholelithiasis simulating 
Myocardial infarction. 

Dr. Grant, in reply, put forward some criticisms of 
Professor Duguid’s theories He maintained that there 
was much evidence to support the current view that the 
lumen of atheromatous vessels was narrowed. In reply 
to Dr. Leak, he expressed the view that the onset of 
Cardiac pain meant that thrombosis was already complete. 


PaTHOLoGiIcaL OF SPLENIC ANAEMIA 


Dr. J. McMicHaeL, in a paper on the pathological basis 
of splenic anaemia, said that out of ninety-six cases sixty- 
two: fell into the category of hepato-lienal fibrosis. He 
showed a _ series of photomicrographs illustrating the 
development of siderotic nodules in this condition ; the 
nodules were present in 46 per cent. of the cases. 


SECTION OF RADIOLOGY AND ELECTRO- 
THERAPEUTICS 


Wednesday, July 25th 


TREATMENT OF GENITO-URINARY DISEASES 


Dr. W. J. Turrett (Oxford) opened a discussion on 
electrotherapy in the treatment of diseases of the genito- 
urinary system, the President, Dr. DouGLas WesstTER, 
being in the chair. Dr. Turrell’s paper appeared in full 
in the Journal of July 28th (p. 160). 

Dr. F. Howarp HuMpuris, speaking on electrical treat- 
ment of the enlarged prostate, said that the increasing 
incidence of prostatic enlargement was the main reason 
why he pressed the claims of a method which had existed 
for thirty years. The static wave current acted mechanic- 
ally, and stimulated the prostatic muscle. After describing 


‘the technique the speaker quoted cases to demonstrate 


the efficacy of the method. X-ray treatment, though 
neglected in this country, gave good results, and it was 
in his opinion untrue that such treatment made subse- 
quent prostatectomy more difficult. X-ray therapy was 
contraindicated in cases of long duration, where there 
was much residual urine, and when cystitis or renal 
complications were present. Diathermy treatment was 
invaluable in prostatitis because it destroyed the organism 
in situ, and it should be continued until the secretion was 
sterile. It was not suggested that prostatectomy should 
be superseded by physiotherapy, but that a combination 
of these electrotherapeutic measures was adequate in many 
cases. Dr. D. D. Mapas (Bournemouth) agreed that there 
was little evidence of increased difficulty in prostatectomy 
after x-ray treatment. Dr. AGNES SavILL, speaking of 
pruritus and eczema vulvae, stressed the importance of 
the existence of discharge which might be due either to 
cervical, uterine, or tubal infection. Ionization should be 
employed for cervical and _ uterine infection, and 
diathermy for pelvic inflammation. Dr. Savill described 
the technique, and instanced several cases. Dr. G. B. 
BatTEN (Dulwich) contributed to the discussion, quoting 
the work of Dr. Justina Wilson on the destruction of 
organisms by diathermic means. 

Dr. TurRELL, in reply, demonstrated the use of 
diathermy by means of diagrams of Leyden jars. 

Dr. A. J. DurpDEN SMITH, in a paper on the use of 
radium in carcinoma of the bladder, referred to the 
divergent views held by urologists about radium treat- 
ment, and said that it should now be possible to come to 
definite conclusions as to its efficacy. It must be admitted 
that surgical results were not good, and that radium had 
a great deal to offer. After reviewing early methods of 
treatment, the advantages of radon seeds were discussed. 
The speaker described methods of interstitial radiation 
by the suprapubic route, and by the cystoscopic method, 
stressing the limitations of the latter. After reviewing the 
results of excision in operable cases, Dr. Durden Smith 
referred to the use of radium in the inoperable group— 
which formed 60 per cent. of the cases—and quoted 
three-vear results in a series of cases treated at the Radium 
Institute, London, and at other centres. The sequels of 
radium treatment were sometimes, but not always, severe. 
Experience showed that operable infiltrating growths 
should be excised, but that the use of radium was 
resulting in a large measure of success in other types of 
case, and especially in papillary carcinoma. 

Dr. R. G. Hurcutson (Manchester) Cescribed a 
techn'que for treatment of epithelioma of the penis by 
surface application. The results in ten cases, after a period 
of nearly two years, showed that in nine cases the patients 
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were alive and well, and five of these after radium treat- 
ment alone. In carcinoma of the bladder he thought 
that adequate treatment by the cystoscopic route was 
impossible. The results of treatment by the suprapubic 
route at the Manchester Radium Institute were very 
encouraging. Dr. Roy Warp said that radium treatment 
for carcinoma of the penis was the method of choice 
in carefully selected cases. Either surface or interstitial 
radiation could be used, and retention of urine was a rare 
complication. In carcinoma of the prostate, interstitial 
irradiation was the method of choice, and palliative relief 
was considerable in a large proportion of cases. Dr. Ward 
quoted results of treatment in both diseases treated at 
the Radium Institute, London, since 1929. Dr. DuRDEN 
SMITH, in connexion with Dr. Hutchison’s paper, asked 
why subsequent amputation was necessary in four of his 
cases of carcinoma of the penis. Dr. Hurcnison replied 
that two were recurrent after radium treatment, and two 
were in a condition of post-radiation necrosis. Mr. 
BERNARD WarD (Birmingham) confessed that he was dis- 
appointed that the radium treatment of carcinoma of the 
prostate did not give better results. He had_ himself 
used all methods of radium treatment, and had found 
none satisfactory. 

Dr. DURDEN SMITH, in reply, agreed with Dr. Hutchison 
that the cytoscopic method of radium treatment of 
bladder cancer was not ideal, and that further advances 
would come by the employment of the suprapubic route. 

Dr. G. HARRISON ORTON read a paper on x-ray treat- 
ment of the genito-urinary system. He first defined the 
unit skin dose given by him—a dose which was 25 per 
cent. less than that used by many. He then described 
various x-ray therapeutic methods—the fractional dose, 
the single massive dose, the saturation method, and 
Coutard’s technique. Of these the split dose was, in his 
opinion, the best in the largest number of cases. Most 
radiologists assumed that the hardest possible ray should 
be employed in treatment, but he doubted whether the 
quality of the ray was as important as the fact that 
a more uniform depth dose was possible. In malignant 
disease of the kidneys x-ray therapy sometimes made 
matters better temporarily in inoperable or recurrent cases. 
In ‘bladder carcinoma the results were disappointing. 
Simple enlargement of the prostate was often improved 
considerably, but prostatectomy was still a better method 
of treatment in suitable cases. Malignant disease of the 
prostate was often alleviated temporarily, but relapse was 
usually early. Urinary infection might be aggravated by 
x-ray therapy. Testicular growths should be removed 
surgically, and x-ray therapy reserved for the secondary 
glands. Tuberculous epididymitis responded well to small 
doses of x rays. Dr. Harrison Orton thought that both 
radium and ¥# rays should be employed in carcinoma of 
the cervix, ¥ rays being preferable, given six weeks before 
radium. In carcinoma of the uterine body * rays were 
superior to radium, and remarkable results had been 
obtained in many ovarian growths. Describing the treat- 
ment of menorrhagia, the speaker said that, as a steriliza- 
tion dose he gave 40 per cent. of the skin erythema dose 
to each ovary. In certain types of sterility and amenor- 
rhoea small doses of x rays had proved successful in 
25 per cent. of a series of such cases at St. Mary’s 
Hospital. Carcinoma of the vulva should be treated by 
radium, and x-ray treatment given to the inguinal glands. 

Dr. S. L. Mucktow (Cheltenham) said that his experi- 
ence of x-ray treatment of enlarged prostate was more 
favourable than that of Dr. Harrison Orton. He 
described in detail the technique used by himself and Dr. 
Curtis Webb, the results of which had been satisfactory 
in 80 per cent. of cases. X-ray therapy was indicated in 
all early cases and in those without much residual urine 
or marked intravesical enlargement. Dr. BatTeN said 
that he did not think that two or three ounces of residual 
urine was very important as a_ contraindication to 
treatment. 

The PRESIDENT, referring to Coutard’s technique, said 
that Coutard had never seen late necrosis after the epi- 
dermicidal dose, and that this must be a matter of 
technique. He himself had employed the massive dose 
method once, but had then given it up on account of the 


marked constitutional disturbance. There was still much 
to be discovered about radiation treatment. It was diffi- 
cult to explain why, for instance, extensive skin deposits 
of breast carcinoma should disappear after small doses 
of x rays had been applied to the whole body. He wag 
trying out Todd’s method of intravenous sulphur and 
selenium followed by x-ray therapy, and it seemed that 
better results were being obtained than by radiation alone, 
In prostatic enlargement it was important to follow u 

all cases treated by x rays, and 90 per cent. of the full 
dose should be given to such cases. 

Dr. OrTON, in reply, said that he was interested in 
Coutard’s assertion that less fibrosis was induced by his 
technique. As for the use of sulphur and _ selenium, 
many such substances had been employed during recent 
years, and he personally was not yet convinced of their 
value. 


SECTION OF OTO-RHINO-LARYNGOLOGY 
Wednesday, July 25th 


Muco-PURULENT TUBO-TYMPANIC INFECTION 


With Mr J. S. Fraser (Edinburgh), the President, in 
the chair, Mr. RircnHte RopGEr (Hull) opened a discussion 
on muco-purulent tubo-tympanic infection. 

Mr. Rodger said that the question whether a middle- 
ear infection would be confined to the anterior part of the 
tympanic cavity might depend on the causative germ. 
There were three types of mucosa in different parts of the 
middle ear, and it \vas well known that certain organisms 
showed a predilection for certain types of epithelium. 
The virulence of the organism, no matter what its type, 
might also determine whether the otitis media was going 
to be of the mild anterior or the severe posterior type. 
Again, the Eustachian tube itself might suffer so badly 
that it remained a source of serious infection. But, in 
his opinion, the chief causes of tubo-tympanic infection 
were to be found in the nasopharynx and its adnexa. 
Adenoids in children and sinus infection in adults were the 
most frequent contributing factors. 

Mr. C. P. Witson recognized two entirely different con- 
ditions—mucoid and muco-purulent. The former was 
associated with (a) a generalized catarrhal condition, and 
should be treated ‘‘ generally ’’—that is, by dietetics, 
vitamins, and reduction of carbohydrates ; and (b) a 
localized catarrhal hypertrophy necessitating local opera- 
tive measures. The muco-purulent variety was assoc:ated 
with nasopharyngeal sepsis, antral or ethmoidal infection, 
or infection of air cells situated in the anterior end of the 
tympanic cavity, which necessitated various forms of 
conservative treatment or even a radical mastoid operation. 

Mr. E. B. WacGGett confined his remarks to cases in 
the adult of chronic muco-purulent discharge in the 
absence of attic and mastoid infection. He did not agree 
with the opener that these cases were kept up by causes 
situated below the Eustachian tube. Marked and even 
complete nasal obstruction was commonly found without 
any aural catarrh. Concomitant acute infections of the 
sinuses and of the ear were frequent, and if neglected 
might go on to chronicity. Numberless cases of chronic 
sinusitis existed, however, w:thout any middle-ear com- 
plication, although a pus stream could be detected in 
close proximity to the Eustachian tube. He advised intra- 
tympanic syringing, which brought away masses of opaque 
debris besides muco-pus. Mr. Waggett stated that it was 
the trypsin produced by the disintegration of the pus cells 
which destroyed the ciliated epithelium. 

Sir James Dunpas-Granr recommended in obstinate 
cases treatment through the Eustachian tube—for 
example, the inflation of a few drops of 1/2 or 1 per 
cent. chloride of zinc solution through the catheter, or, 
if the perforation was large, the injection of a weak 
alkaline solution either through the catheter or the Weber- 
Liel intratympanic tube until it dropped out of the 
meatus. The recognition of the essentially tubal origin of 
the chronic discharge and the appropriate treatment might 
save unnecessary mastoid operations. Mr. M. VLastTo 
considered the term ‘‘ infection ’’ as inappropriate. He 
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favoured the French view that the condition was a 
plennorrhoea of the Eustach‘an tube, and that inasmuch 
as the condition was an infirmity and not a disease, and 
was damaging neither to the life nor to the health of the 
patient, it could quite well be left to take care of itself. 
Mr. E. D. D. Davis recommended thorough cleansing of 
the tympanic cavity followed by dry treatment. Mr. 
HERBERT TILLEY agreed that chronic tubo-tympanic 
catarrh was a low-grade infection derived from the naso- 
pharyngeal regions. The essential in treatment was free 
drainage through the Eustachian tube, and this might 
often be improved by the occasional passage of a fine 
Eustachian bougie. Mr. T. B.-Jopson said that in his 
opinion the persistence of the catarrh in spite of treatment 
was due to infection of the Eustachian tube alone. Dr. 
A. McCatt (Bournemouth) drew attention to the impor- 
tance of suction in treating this condition. He quoted 
cases where polypi had been sucked through the perfora- 
tions and had subsequently healed. Dr. Stewart con- 
sidered that the condition was usually due to some nasal 
abnormality ; he disagreed with Mr. Waggett’s con- 
clusions. 


FocaL INFECTION AS A PROBLEM FOR THE 
LARYNGOLOGIST 

Mr. A. J. M. Wricur (Bristol) opened the discussion 
on this subject with the paper printed in last week’s 
Journal at page 158. 

Mr. Hersert Tittey had come to the conclusion that 
the correct definition of a septic tonsil was that given by 
Professor Hajek—namely, that a chronic septic tonsil was 
one that was subject to frequent attacks of tonsillitis. 
The fact that secretion could be expressed from a tonsil 
was no indication for its removal. Professor H. S. 
BirKett (Montreal) said that he admired the surgeon who 
had the force of character to say ‘‘ No’’ when the prac- 
titioner urged removal of a patient’s tonsils. He thought 
it was the practitioner who was chiefly responsible for 
forcing the present position upon us. Mr. T. H. Just 
stated that, in his opinion, many cases of acute nephritis 
in children were due either wholly or in part to acute 
or subacute otitis media. Mr. C. A. Scott Rrpout 
(Portsmouth) considered that some such definition as 
Mr. Tilley’s of a septic tonsil seemed necessary, because 
work in hospital was becoming overburdened by the large 
mumber of cases for tonsillectomy sent up by the 
physicians. 


SECTION OF OPHTHALMOLOGY 
Wednesday, July 25th 


HEADACHES 


With the President, Mr. Lestre Paton, in the chair, Mr. 
A. D. GrirFitH opened a discussion on headaches. 

Speaking as an ophthalmolog'st, he said he found that 
24 per cent. of his patients came to him for this symptom. 
In deciding whether a headache was of ocular origin the 
site and time of onset were of importance. Ocular head- 
ache was rarely temporal, and very seldom vertical, and 
only exceptionally did it develop other than towards the 
end of the day. Excessive accommodation was the usual 
mechanism for the production of the pain—a factor that 
was aggravated in unequal degrees of error. Astigmatism, 
by inducing an unequal degree of contraction of the 
ciliary muscle, was another common factor. Whether 
contraction of the iris under changeable conditions of 
illumination also played a part was an open question. 
Mr. Griffith held that, in attending to imbalance of the 
extraocular muscles, over-correction was a real pitfall. An 
uncommon source of headache was to be found in the 
Occipital region from the pull on the occipital muscles 
through the frontales when patients habitually screwed 
up their eyes. 

In the absence of Dr. Wilfred Harris the President 
summarized the contribution the former was to have 
made on the neurological aspect of the subject. Dr. Harris 
held that the conceptions that headache was due to a 
Mise in intracranial pressure and that migraine was due 
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to irritation of the recurrent meningeal nerves were open 
to doubt, though there was considerable clinical evidence 
in favour of the former. Sudden rise in intracranial pres- 
sure, Owing to a localized or generalized lesion, was cer- 
tainly productive of headache. Migraine could best be 
explained as a consequence of spasm and subsequent 
throbbing and dilatation of the vessels of the occipital 
cortex, a view supported by ophthalmoscopic investiga- 
tion of the retinal vessels. True migraine had some form 
or other of sensory prodromal symptoms. Speaking of 
ocular headache, he quoted recent work on inequality of 
retinal images as a factor. A variety of purely ocular 
lesions, as also cerebral arteriosclerosis, easily revealed by 
ophthalmoscopic changes, might give rise to headache. In 
conclusion, he pointed out that the condition he had 
named maxillary sinusitis required recogn:tion, as treat- 
ment on physical lines was useless. 

Dr. C. WorsterR-DrouGut contributed a paper from the 
point of view of the general physician. He said that out 
of 158 cases referred to him for headache seventy-eight 
were of migraine. In sixteen cerebral arteriopathy or 
hyperpiesis without nephritis was present ; in another six- 


teen no cause could be found ; while the remaining cases 


were due to a variety of causes ; cerebral tumour, 


eight ; occipito-cervical fibrositis, six ; gastro-intestinal — 


disorders, four ; effect of head injury, four ; high myopia, 
three ; diabetes, three ; sinusitis, three ; spontaneous sub- 
arachnoid haemorrhage, three ; and other conditions. He 
doubted whether refractive errors were a factor in 
migraine. Speaking of cerebral arteriopathy he stressed 
the value of ophthalmoscopic examination, as general 
evidence might be lacking owing to the localization of the 
vascular lesion. The diagnosis of cerebral tumours was 
generally aided more by papilloedema than by headache. 
He considered that there was a characteristic type of head- 
ache associated with high myopia properly corrected. It 
was fronto-occipital in distribution, was present on waking 
in the morning, and got worse as the day advanced. 
Accessory sinus disease was not an important factor in 
his experience. Mr. Maurice Sorspy, speaking as an 
oto-laryngologist, emphasized the significance of sinusitis. 
The presence of the sinuses greatly enlarged the area of 
naked mucosa. In chronic affections this became an area 
of irritation, transmitted along the fifth nerve. Sinus 
headaches could be classified as originating from: (1) pres- 
sure, (2) vacuum, and (3) chronic irritation. The first 
was seen typically in the acute conditions, especially when 
the ostium became blocked. Tox'c absorption was then 
also a factor. Vacuum headache was quite uncommon. 
Headache due to chronic irritation might sometimes be 
diagnosed by lipiodol radiography showing up thickened 
mucosa in sinuses otherwise negative. A pathognomonic 
type of headache was seen in frontal sinusitis. Most other 
types had no special features, except their presence on 
waking in the morning. In treatment, apart from radical 
operations, irrigation by the Proetz method and anaes- 
thetizing the spheno-palatine ganglion should beconsidered. 
In conclusion, Mr. Sorsby pointed out that while in rhino- 
logy headache was a symptom, in otology it was a danger 
signal of intracranial complications. 

The PRESIDENT drew attention to the diagnostic value 
of cocaine spray in cases of suspected vacuum headache. 
He held that the reason why such patients complained of 
eye symptoms, especially after reading, was that the 
downward movement of the globes in near work exerted 
a pull on the trochlea and so on the floor of the frontal 
sinus. Speaking of auto-intoxication headaches, he drew 
the analogy of toxaemia seen in the experimental condition 
of Eck’s fistula ; auto-intoxication headaches were typically 
supraorbital. He held that the suboccipital headache had 
an anatomical basis in the distribution of the nuclei of the 
fifth nerve, as he had shown a few years before. He 
asked for the opinion of the neurologists as to the mechan- 
ism of headache after lumbar puncture. In his experience 
a headache of particularly grave significance was that seen 
in people under 40, with hypertension and soft retinal 
exudates. Speaking of migraine from personal experience, 
he held that there was no true migraine except without 
prodromal symptoms, and that vomiting was only asso- 
ciated with a special type. Mr. SreNHOUSE STEWART 
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(Hull) stressed the significance of imbalance of the extra- 
ocular muscles. The pain that patients experienced during 
squint operations, when a muscle was pulled upon, in- 
dicated the value of this factor. Mr. A. J. BALLANTYNE 
(Glasgow) said that astigmatism against the rule, a con- 
dition which was apt to develop late in life and to be 
overlooked, was important. In the case of small vertical 
deviations of the eye the mode of using the eyes—that is, 
the patient’s occupation—might be the determining factor 
whether headache would develop or not. 

Mr. A. D. Grirritu, in reply, said that on the question 
of unequal retinal images the experience of patients who 
were uncomfortable with toric lenses but happy with flat 
lenses was of some interest. Some disparity in images 
might be the explanation. He thought the pain in 
glaucoma was often labelled gastritis. Dr. WorstTEr- 
DrouGut considered that the headache after lumbar 
puncture was due to the removal of the “‘ cushion ’’ of 
cerebro-spinal fluid in the cisterna magna and cisterna 
basalis. He described a technique to avoid the onset of 
headache. Mr. Maurice Sorssy, in reply to Mr. Paton, 
doubted the value of a cocaine spray in the diagnosis of 
vacuum headache ; the pain might have been relieved 
from the anaesthetizing effect on the spheno-palatine 
ganglion. 


SECTION OF BALNEOLOGY AND CLIMATOLOGY 
Wednesday, July 25th 


BRITISH AND FOREIGN HEALTH RESORTS 


With the President, Dr. F. G. THomson, in the chair, 
Dr. E. P. PouLton opened a discussion on ‘‘ The Relative 
Advantages of British and Foreign Health Resorts.’’ 

Dr. Poulton classified health resorts into (1) spas, (2) 
resorts at the seaside, and (3) resorts inland. He empha- 
sized the over-scepticism of the medical profession in 
matters of environment and climatic influences, both 
tangible and intangible, and their physiological effect on 
the human body, and quoted in support of this view 
certain interesting experiments on the muscle tonus of 
water diviners, carried out recently in Guy’s Hospital. 
Dr. Poulton enumerated the desiderata of these three types 
of resort, both from the medical and the social points of 
view, and stressed the importance of the British Health 
Resorts Association as a medium whereby the needs of the 
public might be correlated from both aspects. Reviewing 
the known facts of the ‘“‘tonic’’ climate and the 
“sedative ’’ or “‘ relaxing ’’ type of climate, he referred 
to Hill’s experiments into the factors determining these. 
With the exception of Bath all British spas belonged to 
the former category ; this was of significance in so far as 
patients could, after treatment, return direct to their 
work without the necessity for the ‘‘ after-cure ’’ period 
generally necessary subsequent to a visit to a foreign spa. 
The fact that England possessed no mountain climate 
which was available medically was a legitimate indication 
for treatment abroad. Dr. Poulton next spoke of the 
place of sea bathing in medical treatment, and stated 
that it would seem, as the result of certain researches, 
that the seaside might vie with the mountains as a blood- 
regenerating agent: further accurate investigations on 
healthy subjects were needed. It was desirable, he con- 
tinued, that any municipality intending to introduce 
medical baths should put their plans before a medical 
advisory committee in order that sole control might not 
subsequently be left in the hands of partially trained lay 
assistants, as was at present the case in certain resorts. 
In conclusion, Dr. Poulton stressed the need for post- 
graduate teaching of a non-obligatory nature in the sub- 
jects of climatology and medical hydrology. He did not 
think that these subjects should be classed merely as 
branches of physical medicine, since in this capacity they 
were apt to be somewhat overlooked, owing to the exten- 
sive claims of other more fully developed branches of this 
subject. 

Dr. Vincent Coates (Bath) continued the discussion 
with sole reference to inland spas. He contrasted the 
difference in the attitude of the medical profession towards 


spa practice in various countries. In Holland this branch 
of medicine was not acknowledged, since there were no 
natural spas in the country, while in France, a count 

rich in spas, this subject took its place in the under- 
graduate curriculum. In England, Dr. Coates said, the 
position of the spa practitioner was rather like that of 
the day-boy at a boarding school. In comparing British 
and foreign spas he thought that in the major attributes 
of an ideal spa, such as the personnel, equipment, seasonal 
features, and expense, the British spas were at present 
leading. In the minor attributes, however, such as choice 
of climate and environment, social amenities, change of 
food, freedom from worry, and quality of hotels—more 
particularly those of a ‘‘ comfortable ’’ non-fashionable 
type—he felt that foreign spas could teach us something, 

Colonel W. Byam then spoke of the urgent need for 
the proper organization of the health resorts of this 
country, and of the question of specialization among 
spas. He put forward for criticism a provisional classifi- 
cation of the indications for spa treatment which had 
been submitted to the British Health Resorts Association: 
(1) metabolic ‘and digestive disorders ; (2) circulatory dis- 
orders ; (3) respiratory, (4) nervous, and (5) genito-urinary 
disorders ; (6) skin diseases ; (7) rheumatic complaints ; 
and (8) tropical diseases. 

Dr. GrorrrReEY Hortmes (Harrogate) stated that no 
central body in this country had sufficient funds to acquire 
the influence and importance of such bodies abroad. 
The pioneer efforts of the British Health Resorts Associa- 
tion as an unbiased medical body deserved the highest 
praise. The question of specialization depended upon 
two factors: (1) natural facilities, and (2) special technique 
acquired by certain people in certain spas (as in the case 
of Nauheim). The general spa which contemplated. 
specialization was in the same position as the general 
practitioner with the same ambition. The question of 
dietaries in British spa practice, Dr. Holmes said, was 
now receiving renewed attention. Dr. JOHNSoN SmyTH 
(Bournemouth) read a short paper on health resorts. 

The PRESIDENT invited discussion on the matter of 
specialization in spas in this country. Dr. Povutton 
advised against premature specialization, while Dr. CoLtts 
HatLowes (Torquay) urged a greater need for co-operation 
between hotel and similar interests and medical men in 
matters of organization and policy. He also appealed for 
the standardization of meteorological records. Dr. ALFRED 
Cox stated that the British Health Resorts Association, of 
which he was secretary, had this matter in hand at 
present. Dr. Vincent Coates thought that the classifica- 
tion of indications for spa treatment should represent 
disorders of function and not named diseases. The 
PRESIDENT stressed the need for rest in rheumatic com- 
plaints. He also deplored the publishing of the results of 
all but first-class research work. This was happening too 
frequently, merely for purposes of propaganda, both by 
persons and by institutions. 

Dr. E. P. Pourton, in reply, put the following propost- 
tion to the meeting: ‘‘ That regular post-graduate courses 
of instruction in climatology and medical hydrology should 
be instituted by the University of London at the new Post- 
Graduate Medical College, and that a diploma should be 
granted after examination.’’ This was seconded by Dr. 
W. S. C. CopeMAN, and supported by several members 
present. 


= 


The Ministry of Health has forwarded to county and 
county borough councils in England and Wales copies 
of the report of a committee which was set up in 1931 
by the Public Health Congress to explore the possibilities 
of the standardization of hospital equipment in this 
country. The more general aspects of the matter have 
also been dealt with in a report made by a committee on 
Standardization and Simplification of Requirements of 
Local Authorities, set up on the Minister’s initiative by 
the Association of Local Authorities. This report will 
shortly be published through H.M. Stationery Office, and 
the Minister invites the attention of local authorities to 
the suggestions which it contains. 


| 
| 

| 

| 

| | orga 

| USS. 

| emp 

1912 

expe 

| exp! 

| | inclt 

| | nurs 

| 

Jatel 

| fron 

issu¢ 

| T 

| ager 

| eigh 

wert 

autl 

tion 

post 

supe 

con 

| cent 

| and 

| Les: 

but 

| | of | 

infa 

cent 

| | and 

| ven 

per 

| con 

| to 

also 

| gen 

| aut! 

| ny 

| que 

| 

| the 

| nur 

| was 

| cen 

| 25 

| bef 

| nur 

| put 

| age 

| | ade 

| for 

| it 

| Th 

the 

| wit 

| | tar 

! the 

| Tec 

| the 

| sior 

| | ane 

| nu 

edt 

Yo 

Un 


4, 1934] 


HEALTH VISITING IN AMERICA Tur 999 


MEpiIcat JOURNAL 


HEALTH VISITING IN AMERICA 


A NATIONAL SURVEY 


Public health nursing in the United States took formal 
shape in 1912 with the coming into being of the national 
organization for that purpose. There are now in_the 
U.S.A. some 5,000 agencies engaged in this work. They 
employ 20,000 nurses, as contrasted with 3,000 before 
1912. Numerically, therefore, there has been a large 
expansion in the course of some twenty years. The 
expression ‘‘ public health nursing ’’ as used in America 
includes both morbidity and preventive services, or sick 
nursing and health visiting, as we should say in England. 
A survey of the present position has been carried out 
lately by the national organization with the aid of a grant 
fom the Commonwealth Fund. Their report is now 
issued." 

ScoPpE OF THE REPORT 

The field of investigation of the report is constituted 
by fifty-seven agenc‘es in selected communities. Of these 
agencies twenty-one were voluntary nursing associations, 
eighteen were public health local authorities, and eighteen 
were local education authorities. Omitting the ecucation 
authorit'es, which deal with a special group of the popula- 
tion, the services rendered by the voluntary associations 
and the local authorities are classified as: pre-natal care, 
post-partum care, infant supervision, pre-school child 
supervision, sick nurs‘ng, tuberculosis prevention, venereal 
disease prevention, infectious disease prevention, and the 
conduct of labour. Of the voluntary associations 100 per 
cent. gave pre-natal care, 95 per cent. post-partum care 
and sick nursing, and 52 per cent. infant superv:sion. 
Less than 50 per cent. provided the remaining services, 
but among these 38 per cent. undertook the conduct 
of labour. Of the local authorities 94 per cent. gave 
infant supervision and pre-school child supervision, 83 per 
cent. tuberculosis prevention, 72 per cent. pre-natal care, 
and 61 per cent. post-partum care, venereal disease pre- 
vention, and infectious disease prevention. Twenty-eight 
per cent. offered sick nursing, but none undertook the 
conduct of labour. Considerable disparity is thus shown 
to exist in the comm:tments of the various agencies, and 
also, by comparison with this country, an apparent 
general narrowing of the fields of activity of local 
authorities. 

PERSONNEL 


Much of the substance of the report is concerned with 
questions relating to the quality of the nurs:ng personnel 
—probably the most important single factor in determining 
the efficiency of any nursing service. All the ordinary 
nurses uncer the agencies regarding which information 
was obtained were registered State nurses, but only 7 per 
cent. were certificated for public health nursing, and only 
25 per cent. had any experience of public health work 
before taking up duty. Th‘s means that in most cases a 
nurse entering the service of an agency depends for her 
publ’c health training on the agency itself. Where the 
agency possesses a staff qualified to teach, organizes 
adequate courses, and causes time to be made available 
for attendance upon them, the untrained nurses joining 
it may, by due diligence, reach an efficient standard. 
These conditions, however, do not appear to be fulfilled 
by most of the agencies. The arrangements made by 
them for teaching after appointment are described as 
“ quite inadequate in extent and method when compared 
with the need.'’ The report notes further that the volun- 
tary associations are meeting the problem better than 
the local health authorit'es or education authorities. It 
Tecognizes that such teaching after appo'ntment must in 
the meanwhile continue to be the chief source of profes- 
sional education for public health nursing staffs in America, 
and one of its major recommendations is that every 
Nursing agency should institute and maintain adequate 
educational courses. 


* Survey of Public Health Nursing : Administration and Practice 
By the National Organization for Public Health Nursing. New 
York ; The Commonwealth Fund. London: H. Milford, Oxford 
University Press, 1934. (Pp. 262. 8s. 6d. net.) 


NEED FOR CO-OPERATION 


It is recommended also that nursing services should be 
at the disposal, not of the indigent only, but of the whole 
community, and to that end that it should be publicly 
announced in areas that the services are ‘‘ available, at 
cost,’’ to all who need them. It is urged, too, that every 
effort should be made to secure the good will and co- 
operation of the medical profession by establishing definite 
working relationships both with individual physicians and 
with organized medical groups. It is suggested that the 
voluntary agencies are focusing too narrowly on sick 
nursing, though some are creat:ng round this nucleus a 
health service for the remaining members of the family. 
With regard to the conduct of labour the report recognizes 
that it is an expensive service and difficult to administer. 
Nevertheless, it ranks ‘‘ high in importance,’’ and the 
advice is given that all voluntary associations should 
assume responsibility for it, providing it either through a 
hospital or on a domiciliary basis. To the English reader 
it will appear remarkable that this advice is not extended, 
or even restricted, to the local health authorities, none 
of whom appear in the field of investigation as undertaking 
delivery care. Final pronouncements of the report are 
that the family must be the social unit for health work, 
and that each community should work out its own com- 
prehensive policy with a view to a fully adapted health 
service, recognizing that of such a service public health 
nursing forms an integral part. 

From the general sense of the report the view may 
perhaps be hazarded that public health nursing in the 
United States has, in some respects, advanced less far 
along the path of evolution than the corresponding services 
in this country, since questions which have been settled 
here seem there to be still open. In face of a document 
so outspoken and so obviously written for home edification 
it would be ungenerous to stress any discrepancies between 
American and English practice, which in any case owing 
to the differing conditions prevailing otherwise in the two 
countries may be more apparent than real. The report 
stands self-commended for the care with which its data 
have been secured and the competence with which they 
have been presented. 


CHEMICAL RESEARCH AND INDUSTRY 


In his recent presidential address to the Society of 
Chemical Industry Dr. J. T. Dunn spoke of the expansion 
of that industry during the past half-century. One of 
the influences which raised it from a comparatively lifeless 
state to the creative activity of to-day was the growth, 
hastened by the harsh experiences of the war, of 
the idea that the industry should be conducted by a 
chemist, or that the chemist should be consulted as 
to its conduct. ‘‘We learned something from the 
German chemical industry as to the importance of the 
chemist,’’ he said, ‘‘ and now we have realized that the 
chemical industry cannot be static ; we must constantly 
be making investigations into the possibilities of improve- 
ments and developments.’’ All the industries of this 
country were now staffed with chemists, whose business 
was not merely to check supplies and products and carry 
out routine testing, but to search out improvements in 
processes and new directions for advance. Perhaps the 
most striking feature of the change that had taken place 
was the importance that was now attached to research. 
Research workers should be given a free hand, and not 
forced to concentrate on commercial and industrial in- 
vestigations only. Some of the most vitally important 
industrial progress had been due to discoveries made in 
the first instance by men who were simply under the 
urge of inquiry into the working of nature, with no 
industrial end in view. It behoved those who conducted 
industry not to confine themselves to the straight path 
of ‘‘ directed ’’ research, but to encourage ‘‘ funda- 
mental '’ research by those of their staff who had a 
flair for it. It might not yield anything for a time, but 
at any moment it might bring forth fruit abundantly. 
The chemical industry had branched out in all directions, 
so that there was hardly any aspect of daily life in which 
people did not come into contact with the chemist’s work. 
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CORRESPONDENCE 


Increased Mortality from Diabetes 


Sir,—The article published in the Journal of July 28th 
(p. 175) under the above heading is likely to set many 
speculating on the cause or causes of the increase in 
question. We are told that 
‘‘ diabetic mortality is increasing all over the civilized world. 

In the:United States registration area it has advanced 
from twenty-seventh in rank in 1900 to ninth in 1932. In 
practically every European country there is a comparable 
increase, and countries of European descent, like New Zealand 
and Australia, share in it. . . . In England the recent death 
rates are the highest on record, that of 1931 being 29.5 per 
cent. higher than in 1925 and 45 per cent. higher than 
in 1920.’’ 


How are we to account for this widespread increase 
in diabetic mortality? Two outstanding causes at once 
suggest themselves: (1) the increased consumption of 
concentrated sugar, and (2) the increased “‘ rush,’’ stress, 
and strain of modern life. 

It is, I believe, generally agreed that excessive indul- 
gence in concentrated sugar, by exhausting the cells which 
secrete insulin, tends to engender diabetes (sugar, curiously 
enough, being in this respect more potent than starch). 
Now, with the significant exception of the temporary 
fall in sugar consumption and diabetic mortality con- 
sequent of the World War, the yearly consumption of 
sugar in America and in many European countries has 
tended tc rise during the present century. 

Statistics show that, while a placid, unexciting life 
is associated with a low diabetic death rate, a life of 
excitement and strain has the opposite effect: ‘‘ The 
labourer and the manual worker have the lowest death 
rate ; that of the professional man and the mental worker 
is much higher.’’ Now excitement and nerve strain have 
enormously increased within recent years owing to the 
introduction of the motor vehicle, the cinema, the wireless, 
and the aeroplane, to say nothing of the telephone and 
the gramophone. 

These two factors, then—the increased consumption of 
sugar and the increasing tension of modern life—seem 
well calculated to aggravate a diabetic tendency. As to 
the age factor, it is significant that the increase of diabetic 
mortality is limited to the later decades of life. Below 
the age of 45 the death rate among diabetics ‘‘has actually 
declined.’’ Indeed, in young subjects it has fallen 
more than half. No doubt this lowered death rate in 
early life is the result of insulin treatment. It is not 
surprising that, since the introduction of insulin, the 
death rate should have risen considerably among the 
elderly and aged: insulin does not actually cure the 
disease diabetes ; it facilitates the assimilation of sugar 
and enables a large number of diabetics to survive the age 
of 45, and thus increases the diabetic mortality thereafter. 

The recent phenomenal change in the sex mortality 
of diabetes presents a difficult problem. It seems that 
““some twenty years ago more men died from diabetes 
than women, and the death rate in males’ has_ risen 
very little. In women under 35 there is also no recent 
increase, but in later life a very substantial rise has taken 
place, until at the age of 65 the number of female deaths is 
twice that of males.’’ 


What has happened in the lives of women to account for 
this anomaly? Women nowadays lead more vivid and 
exciting lives than formerly, they bear fewer children, and 
they often smoke immoderately ; but I do not know that 
any of these innovations throw much light on the 


question.—I am, etc., 
London, W.1, July 29th. 


Harry CAMPBELL. 


The Swab in Diphtheria Diagnosis 


Srr,—How much longer is the swab to be relied upon 
in the diagnosis of faucial diphtheria? It jis surely 
common knowledge that negative cultures are often ob. 
tained in severe and fatal cases, and there must be room 
for improvement in a method of diagnosis which may 
result in one patient being admitted to hospital in a 
moribund condition, while the next unfortunate, with a 
clean or slightly inflamed throat, is labelled ‘‘ diphtheria” 
because diphtheria bacilli are found in the throat culture, 

Of the last forty fatal cases of diphtheria admitted here, 
twenty-four were sent in on purely clinical evidence. Of 
the other sixteen, the swab was positive in four and 
negative in twelve. I suggest that in every doubtful case 
either (1) the opinion should be obtained of someone 
familiar with the diphtheritic throat, or (2) the patient 
should be sent to hospital for observation. If neither 
course is possible, a swab may be taken provided that not 
less than 20,000 units of diphtheria antitoxin are given 
intramuscularly at the same time. 

If the policy of swabbing every sore throat were aban- 
doned in favour of one such as I have indicated, the gain 
would be infinitely greater than the loss.—I am, etc., 


Isolation Hospital, Romford, July 26th. E. James, 


Syphilis and “Cure” 


Sir,—Dr. Henry MacCormac’s paper (Journal, July 21st, 
p. 99) raises, I think, a most important and always 
present question—the meaning of the word ‘ cured ”’ as 
applied to syphilis, especially with regard to patients who 
are discovered to have syphilis at a V.D. clinic, are 
warned as to the terrible disease that they are possessed 
of, and are more or less definitely promised that if they 
are good and continue treatment for two years they will 
be cured.”’ 

Dr. MacCormac tells us that early syphilis is curable, 
and he informs us that he is using the word “ cure”’ in 
its literal sense, and this because we possess _ specific 
remedies and a specific test. From this he goes on, I 
think, to prove very ably that early syphilis is not 
curable, and that the ‘‘specific’’ test is not specific. With 
regard to the Wassermann reaction, is it not a test for 
the presence in the body of a reaction against the specific 
disease syphilis, or other diseases giving this reaction, 
rather than a test for those specific diseases? This is not 
merely putting the same thing the other way round. 
It puts the syphilitic patient with a negative Wassermann 
into line with any patient suffering from some specific 
disease with the body so enfeebled that it is putting up 
no resistance against it. : 

Dr. MacCormac goes on to quote a case of relapse 
(No. 1163) which had had two full years of treatment and 
a persistently negative Wassermann ; he says that this is, 
of course, merely a discrepancy such that one might 
expect to meet. We note, however, that this is merely 
six years after the onset of the disease. Cannot we wait 
in confidence ten, twenty, and even thirty years for the 
development of tabes and other late manifestations among 
the ‘‘ cured ’’ patients? 

I have at hand the notes of a patient who presented 
himself at a London clinic with a secondary rash nine 
years ago. He received treatment for two full years, and 
I am told attended most religiously. His blood and 
cerebro-spinal fluid both showed a negative Wassermann, 
and this has remained negative ever since. Even now 
the Wassermann in both his blood and_ cerebro-spinal 
fluid is negative, but in spite of this he now presents 
definite signs of tabes dorsalis, and I am sure that cases 
of this kind are not at all uncommon. I think from all 
this that our outlook on patients who have had syphilis, 
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and have been treated, and have a negative Wassermann 
reaction, should be somewhat as follows. These patients 
fall into two groups: Group I, who have had the disease 
eradicated ; ‘and Group II, those who, though they have 
the disease lurking somewhere in their systems (it may 
be merely a few odd spirochaetes hiding somewhere in an 
aortic cusp, Or in the neighbourhood of a posterior nerve 
root), are incapable of putting up any fight against the 
disease. That Group II exists, and forms a considerable 
proportion of the ‘‘ cured ’’ cases, cannot be doubted. 
As to the relative size of Group I, assuming that it exists, 
I think that we must yet wait many years for such a fact 
to become established.—I am, etc., 


Gateshead, July 23rd. M. CHALK, M.R.C.S. 


Asthma and Chronic Bronchitis 


Sir,—Dr. Christopherson, in the Journal of July 21st 
(p. 139), ascribes to me the theory that asthma and 
chronic bronchitis are due to thyroid deficiency. I did 
not intend to suggest that this was the case, any more 
than he himself would attribute asthma to sodium iodide 
deficiency. 

I should rather say that the sympathetic system, in- 
cluding the thyroid and suprarenal glands, fails to react 
to normally effective stimuli, not so much because of any 
inherent defect, but because the reflex paths concerned 
have not developed and “‘ facilitation ’’ has not occurred. 
The child who is unduly protected from his environment 
will not acquire an ‘‘ emergency reaction ’’ capable of 
clearing his bronchi. He is being asked to run_ before 
he has been allowed to walk. 

I agree with his conception of chronic bronchitis and 
asthma as a manifestation of autonomic incoordination 
rather than a result of local bacterial action. Whether 
the actual ‘‘ cause ’’ of the asthma is ‘‘ vagus spasm ”’ 
or sympathetic defect is less certain, but some common 
findings in asthmatics support the latter hypothesis. The 
subnormal metabolic rate, low blood sugar, and low blood 
pressure point to abnormally low sympathetic tone. 

It is known that certain acute infections—for example, 
influenza, measles, whooping-cough, and diphtheria—tend 
to be followed by a similar syndrome, and may be 
starting-points for asthma. What is not so commonly 
realized is that autonomic balance is the normal method 
of temperature regulation, and that undue restriction cf 
heat loss by excessive clothing and indoor habits, or even 
by poulticing or steam inhalations, must tend either to 
sympathetic inhibition or to pyrexia. In the former case 
bronchospasm is likely to develop. We know in practice 
that the so-called allergic diseases tend to occur chiefly 
inthe summer months. The obvious exception of winter 
bronchitis is accounted for by over-clothing and over- 
heated rooms, combined with indoor habits. 

In conclusion, I should like to refer to Sir Leonard 
Hill’s paper in the Journal of June 24th, 1933 (p. 1096), in 
which he points out the connexion between overheating 
and nasal congestion, which is so often the precursor of 
more serious respiratory diseases.—I am, etc., 


Bradford, July 23rd. H. S. RUSSELL, M.D. 


Asthma in Children 
Sir,—In view of recent correspondence on the above 
subject, I venture to claim consideration for treatment cf 
such nasal abnormalities as may be present. Although 


this is only one element in the production of asthma it is 
a very important one, and should not be left out of 
account in any obstinate case. 
“Asthma in Children Relieved by Intranasal Operation,’ 
Published in the Lancet (February 28th, 1931, p. 468), 
Will be found short notes of a series of cases of operative 


In a communication on 


treatment for intranasal conditions (chiefly enlargement of 
the middle turbinate body) in children suffering from 
spasmodic asthma. They were eighteen in number, and 
in only two was there failure to obtain relief at the time, 
while even in these freedom from asthma was reported 
later on. The difficulties inherent in such operations in 
children and the methods of dealing with them are there 
discussed.—I am, etc., 


London, N.W.1, July 30th. James DunpAS-GRANT. 


Non-specific Colitis 


Sir,—Dr. Dorothy Hare’s paper, though interesting, is 
not very convincing from a practical point of view. Quite 
recently I treated two cases of severe long-standing colitis 
with parathyroid and calcium tablets, taka-diastase after 
meals, and big doses of kaolin with astringents. At the 
same time carbohydrates were cut off, and the patients 
encouraged to eat more fleshy food. Both recovered 
rapidly. Colonic irrigation is of no earthly use.—I am, etc., 


Wigan, July 30th. J. THomson SHIRLAW. 


Occupational Therapy 


S1r,—I was interested to read your report of the recent 
conference in London regarding this method in the treat- 
ment of psychical illness. The following sentences from 
that report ought to be read and re-read. Dr. Elizabeth 
Casson 
““ was convinced of the immense therapeutic value of the time- 
table of exercise, occupation, amusement, and rest in the 
treatment both of the psychoses and of the psychoneuroses. 
Nothing was worse for patients than to drift about aimlessly. 
The carrying out of such a regime required the loyal co-opera- 
tion of every member of the staff.’’ 


And Miss Ruth Darwin of the Board of Control stated: 

““ Occupation to be really successful must not be confined 
to a special room or an hour two or three times a week, but 
carried on daily in the wards. It appeared to be a psycho- 
logical necessity for all humanity, whether mentally sick or 
mentally sound, to have some occupation with an object.”’ 


Let me re-state this. Each patient ought to have a 
time-table or programme, carefully drawn up and indi- 
vidualized, as also susceptible of modification whenever 
necessary ; stereotyped programmes, ‘‘ the same for all,”’ 
are useless, and often worse than useless. Aimless drift- 
ing about is pernicious. It is a ‘‘ psychological necessity ”’ 
for everybody to have a job. Occupation is not a 
secondary matter ; it is the primary need of the indi- 
vidual’s life. Finally, in a hospital, the whole staff must 
co-operate with whoever is in charge of the patient, 
whether he calls himself doctor or merely ‘‘ occupational 
specialist.’’ How true all this is, and how very much in 
accord with experience! One is, however, a little sur- 
prised to read the statement by the chairman, Sir Henry 
Gauvain, that occupation therapy is a movement “‘ of 
recent development.’’ Surely one doesn’t need to be a 
psychological specialist to know that people tend to 
become nervously and even mentally unstable when they 
have nothing to do, and that they become quickly better 
when they find an intelligent job, suited to their special 
aptitudes ; nor was this observation made yesterday! 
But possibly the chairman was referring to the 
‘* scientific ’’ utilization of such common-sense methods 
by medical men. He may be right regarding the official 
hospitals, but it is only fair to say that quite a number 
of practitioners specializing in the treatment of neur- 
asthenia and the like have been insisting on the value 
of occupational therapy since even pre-war days. 

If a personal note may be allowed, I should like to say 
that I advocated similar methods in two letters to the 
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elaborating my thesis still further in an article contributed 
to the Edinburgh Medical Journal in May, 1911 (‘* Ergo- 
therapy in Neurasthenia ’’). Prolonged experience since 
then, including treatment of a large series of shell-shock 
cases during the war, has done nothing but strengthen me 
in the belief that occupation therapy is the treatment 
par excellence in at least the milder psychoses or psycho- 
neuroses. Even the alienists, with their more inveterat 
cases, are apparently able to make considerable use of 
this method. 

As with all good things, however, there is, I think, 
a danger of this therapy becoming over-systematized and 
hypercharged with verbalisms.—I am, etc., 

ARTHUR J: Brock, M.D. 

Garth Hill House, North Queensferry, 

Fife, July 25th. 


Thrombosis of Internal Saphenous Vein 

Str,—Dr. Stanley Parkinson’s letter in the Journal ot 
July 28th (p. 183) is one which will, in my opinion, cause 
unnecessary operations and alarm. I have always con- 
tended that superficial phlebitis, whether in varicose or 
normal veins, should not be treated by rest in bed or any 
ligation operation. The effect of rest in bed, with the 
patient in a ‘‘ thrombosing frame of mind,”’ will be to 
produce deep thrombosis in the tibial, femoral, or iliac 
veins, with clots large enough to cause a fatal or severe 
embolism. Surely Dr. Parkinson cannot imagine that a 
clot the size of a split-pea in the internal saphenous 
could cause a fatal embolism. The patient’s death was 
probably due to massive embolism following thrombosis ct 
iliac veins after three months in bed, or a coronary 
thrombus. 

The rational treatment for superficial phlebitis of the 
legs is a firm compression bandage of elastoplast from the 
toes up to the level of the clot, with a firm pad of sponge 
rubber at this point to prevent the clot from moving. 
The patient is kept fully ambulant, and pain, induration, 
and temperature all disappear like magic, and no extension 
of the phiebitis occurs. I have treated a very large series 
of cases in this way, and there were no lethal gurgles at 
midnight or necessity for cardiac massage in any Case, 
and not one patient has ever asked to go back to the old 
six to twelve weeks in bed. 

As to ligation of superficial vessels for thrombosis, I 
need only say that I frequently do this operation to 
produce thrombosis in cases which do not respond to in- 
jections alone, and find it a very certain method of 
inducing thrombosis, especially above the ligature.— 
I am, etc., 


London, W.1, July 28th A. Dickson WRIGHT. 


Inflammatory Dislocation of the Atlas 

Srr,—I have read with much interest and instruction the 
paper by Mr. Duncan C. L. Fitzwilliams on ‘ Inflamma- 
tory Dislocation of the Atlas,’’ in vour issue of July 21st 
(p. 107). In it he refers to a case which Dr. P. F. Frazer 
and I recorded in the Lancet in November last, but says 
of it that it ‘‘ was an excellent example of tuberculous 
caries in a man of 30.’’ The case we recorded was quite 
definitely not tuberculous, and a reference to the full 
history given and to the radiographs by Dr. Harold Black 
will, I think, convince anyone on this point. Our case 
differs in a number of features from his two. Ours was 


a complete forward dislocation of the atlas, the anterior 
arch being markedly separated from the upstanding odon- 
toid process, and the head remaining in the midline with 
the chin resting on the sternum: in both his cases there 
was a subluxation on the left side only, the first being 
associated with rheumatic pains in several joints, including 
intervertebral joints, and the second being associated with 


EDICAL JOURNAL 


Tue 
ve HE Britisa 


septic glands of the neck, mainly left-sided, and a quinsy 
(side not stated), Like his, our case was essentially 
spontaneous, but, unlike any that we could find in the 
literature, was entirely apyrexial. 2 

I am familiar with the unilateral subluxation between 
atlas and axis occurring in children with torticollis aggo. 
ciated with cervical adenitis, x-ray pictures sometimes 
revealing a most disquieting and wholly unsuspected state 
of affairs. Through the kindness of Mr. Robert Milne J 
am also familiar with the subluxation, either unilateral or 
bilateral, occurring in children during acute rheumatism. 
But in none of these was there such complete bilateral 
dislocation, marked separation of odontoid process from 
the anterior arch of the atlas, or neurological, evidence of 
the medulla being kinked over the odontoid peg by the 
forwardly displaced head, as our case exhibited. — For 
these reasons I think the pathological processes at work 
in the complete forward dislocation must be different from 
those in unilateral subluxation, and while Grieg’s hypo- 
thesis of ligamentous softening as a result of decalcification 
of hypervascular bone may explain these latter, I am aa 
adherent to Wittek’s theory so far as the former are 
concerned. Wittek suggested that the bursa between the 
anterior arch of the atlas and the odontoid peg, and also 
that between the odontoid peg and the transverse ligament, 
became inflamed, and therefore distended, this distension 
stretching the ligament, and thereby allowing a complete 
forward dislocation. He refers to the condition as “ dis- 
tension luxation ’’ of the atlas, and it appears to us as the 
right explanation.—I am, etc., 

3irmingham, July 25th. F. A. R. STaMMers, 


Peripheral Neuritis Complicating Measles 

Srr,—Dr. Urquhart, in the report of his case of measles 
and peripheral neuritis, published in the Journal of 
July 2Ist, states that he has been ‘‘ unable to find in 
a fairly exhaustive literature any but a passing reference 
to the occurrence of multiple peripheral neuritis as a 
complication of this fever.’’ 

The occurrence was recognized last century: Morton,! 
writing in 1897, left a good account of it. From Allyn’s? 
description it seems likely that the case described by 
Liégard® in 1859 was another of this type. Greenbaum,‘ 
in 1907, was able to find eight cases ; of his series of 138 
cases of non-diphtheritic multiple neuritis in children more 
followed measles than any other infectious fever. Never- 
theless, it is an even more uncommon complication than 
is encephalitis. It seems probable that the following was 
a mild case of this kind. ; 

A girl, aged 3 years, contracted measles in April, 1934, 
the rash appearing on the 20th of the month. She was in bed 
ten days; on the eleventh and twelfth days she walked 
a little in the bedroom. On the thirteenth day she got up 
again, and ‘‘ fainted,’’ her legs collapsing beneath her. She 
was put back to bed; she scemed unhappy, and had lost 
her appetite. 

On the twenty-fourth day she was admitted to the Hospital 
for Sick Children, Great Ormond Street. On examination she 
was found to be fretful ; she resented being touched, especially 
on the legs. She could speak intelligently, and was not 
drowsy. She would not sit up, and complained of pain if 
one attempted to move her into a sitting posture. There 
seemed to be some weakness of the neck muscles, but no 
obvious loss of power elsewhere, though she was averse to 
moving her legs. She had a left facial palsy, involving the 
orbicularis palpebrarum. Her pupillary reflexes were normal, 
superficial abdominals weak but equal, plantars flexor ; biceps, 
triceps, and knee jerks could not be obtained. The fundi 
were normal ; there was no definite muscle tenderness ; sensa- 
tion was difficult to test, but there was no obvious Joss. 

1 Morton: Avch. Paediat., 1897, xiv, 541. 

2 Allyn, H. B.: Med. News, 1891, lix, 617. 

* Liégard: Gaz. des Hop., 1859, 562. 

4Thomas, H. M., and Greenbaum, H. S.: Journ. Aimer. Med. 
Assoc., 1907, xlvili, 1397, 
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Nothing abnormal was found on examination of her chest 
and abdomen ; her tonsils were large. The cerebro-spinal 
fluid was under normal pressure; it contained less than 
five cells per cubic millimetre, 0.07 per cent. albumin, 0.72 per 
cent. chlorides. The blood Wassermann reaction was negative. 

On the thirty-fourth day she still could not sit up; she 
resented attempts to extend her knees, but four days later she 
was able to sit up and to smile, her facial palsy had almost 
disappeared, and her knee-jerks were still absent. On the 
sixtv-second day she walked a little ; her knee-jerks were still 
absent. Unfortunately she developed whooping-cough at 
this time and was sent home. She is now at the seaside, and 
her mother, ninety days after the onset of the rash, reports 
that the child can walk easily and seems very well. 


I am grateful to Dr. Thursfield for allowing me to 
describe this case, which was in his care in hospital.— 
Iam, etc., 


Hospital for Sick Children, Great 
Ormond Street, July 23rd. 


P. R. Evans. 


Maternal Mortality in Maoris 

Sir,—With regard to Dr. T. L. Paget’s remark in the 
Journal of April 7th (p. 644) that the late Mr. Elsdon 
Best’s statement concerning maternal mortality among 
the Maoris was obtained from a too limited knowledge cf 
obstetric conditions, and was probably based on con- 
clusions drawn from one or two easy cases of labour with 
which he was acquainted, it may be well to mention that 
Mr. Best obtained most of his information from the 
Maoris of the Tuhoe tribe. Because the Maori was intelli- 
gent, had an excellent memory, and was very anxious to 
preserve his tribal records, racial myths, and traditions, 
this information is of more value than it would be in the 
case of a race without these attributes. As an instance of 
their good memory, a case is given of an old Maori man 
who recited the genealogy of his sub-tribe for many 
generations, which necessitated the memorizing of 1,400 
names. In cases of difficult childbirth, which sometimes 
did occur, a woman would get her husband to 
“wananga ’’ her ancestral descent—that is, to repeat 
her ancestral descent from the period of Darkness, the 
beginning of things, down to herself. 

The following sentences are taken from Mr. Best’s work 
The Maori, and from his articles in the Journal of the 
Polynesian Society. 


“All these natives concur in saying that formerly women 
were very seldom ill during or after parturition.’’ ‘‘If a 
woman dies in giving birth to a child, an almost unknown 
occurrence, the child is given to a woman in milk to suckle 
and tend.’* ‘‘ The following remarks were sent to me by Hori 
Rapiha of Waipawa in 1893, in a written communication: 
‘Women of the Maori folk did not die in childbirth 
{formerly}: although a native woman might give birth to 
many children, yet she would not in any case die. Maori 
women were of a fine type, robust and healthy, and wise in 
matters pertaining to childbirth, they did not succumb. In 
these times many native women die [in childbirth] ; the 
women who so die in a single year may perchance amount to 
a hundred, or even as much as two hundred.’’’ (This 
remark is of interest.) ‘‘ Some very singular traditions are 
retained by the Maoris in regard to the Caesarean operation 
having been performed in former times, but such are always 
located in some far-distant land, inhabited by primitive 
people, who are often unacquainted with fire, or if localized 
are relegated to times long passed away.’” 


With regard to the teeth, the following may be quoted: 


“Dr. Scott also notes the fact that the teeth in skulls 
examined by him had the whole crowns ground away, but 
that he never detected any signs of dental caries. The 
Present writer has noted the same peculiarity in many old 
Native skulls seen in caves and hollow trees, where they had 
been deposited after the exhumation of the tribal dead.’’ 
‘ Judging from the teeth seen in many hundreds of old 
skulls, the Maori should not have suffered much from tooth- 
ache in olden times.’* 


The same authority states that he has observed that 
the older natives are by far the most robust, much more 
so than the younger people and children, and also that 
the natives of the Tuhoe tribe say that their women have 
more trouble in menstruation than they had formerly, 
difficult and painful menstruation being very rare in 
former times, a fact which Mr. Best thought might be 
connected with the increasing lack of fecundity so notice- 
able among these tribes. 

As to the custom of squatting instead of using seats, 
a Maori guide at Whakarewarewa, Rotorua, recently 
stated that squatting was common only among the old 
people. This was certainly true of a near-by group, the 
elderly grey-haired women squatting on the ground, 
while the younger people were seated. However, this 
relates to the habits of a comparatively few Maoris on 
the outskirts of a town, and may not be true of the race 
as a whole. With only our present-day conditions to 
judge from, it is difficult to imagine that there may have 
been, at some time, races in which childbirth was a normal 
process. For it is difficult not to agree with what Joseph 

eLee writes in the introduction to his work on obstetrics. 

‘‘Ts labour in the woman of to-day a normal function? 
I sav it should be, but it is not. Can a function so perilous, 
that in spite of the best care it kills thousands of women 
every year, that leaves a quarter of the women more or less 
invalided, and the majority with permanent anatomic changes 
of structure, that is always attended by severe pain and 
tearing of tissues, and that kills 3 to 5 per cent. of children— 
can such a function be called normal? ”’ 

—I am, etc., 
Auckland, New Zealand, June 9th. VIoLeT E. Hastincs. 


Use of “Oil” Vaccine in Rheumatism 

Srr,—In the vaccine treatment of chronic rheumatic 
diseases, as in asthma, certain cases develop a degree of 
sensitiveness which may render them almost uninoculable. 
The causation of this hypersensibility is unknown, but 
it seemed possible that if the absorption of the vaccine 
could be slowed down the effect of a dose might then 
be less drastic. The idea followed from the well-known 
fact that a protein molecule when adsorbed on to a 
colloid particle and injected into the body exerts its 
effect on the tissues less readily than when given in a 
simple solution. 

The recent work of Walsh and Fraser and of Myers, 
where the lethal effect of tetanus and diphtheria toxin 
was greatly lessened by adsorption on to various collo‘ds, 
is a striking example of this phenomenon. It was a 
simple matter to mix vaccine with a dilute emulsion 
of olive oi! rendered isotonic by the addition of mannitol, 
and thirty-six cases have now been treated with adsorbed 
vaccine at the Charterhouse Rheumatism Clinic. (The 
emulsion of olive oil of a strength of 3.8 per cent. 
(Walsh and Fraser) was prepared for me by British 
Colloids, Ltd., whose help has been most valuab’>.) The 
trial has extended over two months, during which 150 
doses have been given (average per patient 4.16). 

A number of these patients, who seemed to be at a 
complete standstill, have again started to improve on 
the ‘‘ oil’’ vaccine. The difference between the effect 
of this and ordinary vaccine is very striking. Thus 
the average sub-reaction dose of ordinary vaccine worked 
out at 4,500 streptococci and staphylococci in equal 
numbers, the ‘‘ oil’’ at 169,000. That is to say that, 
on the average, the oil-adsorbed vaccine is 37.5 times 
less ‘‘ toxic ’’ than the ordinary. In practice it has been 
found that ten times the reaction dose is usually well 
tolerated, and followed by improvement in focal symp- 
toms with a sense of well-being. By way of test, 


proportionately much larger doses have been given, but 
these have occas:onally provoked nasty reactions, and in 
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any case the aim of treatment is not to give the largest 
possible dose, but that sub-reactional dose which is 
followed by the longest period of improvement. 

Experiments are now being carried out to determine 
the best and most stable colloid for the purpose. The 
above results also suggest the possiblity of obtaining a 
high degree of immunity from the use of adsorbed pro- 
phylactic vaccine without the risk.of unpleasant reactions. 
—I am, etc., 


London, W.1, July 23rd. H. WaRREN CROWE. 


Vitamin A Deficiency 

S1ir,—In an interesting article published in the Journal 
of July 2Ist (p. 113), bearing the title ‘‘ A Cutaneous 
Manifestation of Vitamin A Deficiency,’’ Dr. G. P. 
Goodwin says that until about a year ago the occurrence 
of vitamin A deficiency in man had only been diagnosed 
with certainty when eye changes had been found, and he 
appears to be supported in this supposition by Dr. Helen 
M. M. Mackay, who writes a note to his paper. 

In 1927 I described a deficiency disease which I 
denominated the A and B avitaminosis disease of Sierra 
Leone, and the paper was published in both the Sierra 
Leone Annual Medical Report and the West African 
Medical Journal. In 1930 a fuller account was published 
in Leitch’s Dietetics in Warm Climates, and also in pam- 
phlet form, which was announced in this journal. . The 
later work contains the statements that the earliest and 
most reliable sign of human A-avitaminosis is a character- 
istic alteration—glazing—of the surface of the tongue. 
The angles of the mouth take on a white appearance, as 
is seen in thrush. The scrotum or vulva may become 
““ eczematous,’’ and the texture of the skin of the limbs 
and trunk is frequently altered by a keratosis which 
causes it to be dry and rough. All these symptoms are 
the result of vitamin A deficiency, and heal rapidly cn 
the exhibition of a vitamin A concentrate. Whilst dis- 
cussing the diagnosis of this avitaminosis the typical 
cornification of the skin was considered an important eariy 
diagnostic point. It may be of interest to recall the 
significant observation that this condition was most 
easily studied in the pregnant woman. In fact, the whole 
complicated syndrome of this avitaminosis disease, which 
ends in disorders of the nervous system if not given 
dietetic treatment, was elucidated at the first ante-natal 
clinics in Sierra Leone in 1927. I have defined the A and 
B avitaminosis disease as “‘ a disease distinct from pellagra 
and beri-beri, characterized by lesions of the mucous 
membranes and skin, especially evident at the muco- 
cutaneous junctions, associated with or followed by dis- 
orders of the nervous system, and curable by the addition 
of cod-liver oil and yeast to the diet.’’ 

Dr. Goodwin's patient, a child aged 10 years, suffered 
from glazed tongue, moist eczema at the left angle of the 
mouth, keratinization of the skin, and inability to stand 
up for any length of time, and was cured by the adminis- 
tration of cod-liver oil and a liberal diet. It will be seen 
that there is a definite similarity between the A and B 
avitaminosis disease and Dr. Goodwin’s case. It is 
interesting to note in this connexion that in 1930 Dr. 
H. S. Stannus, in the Transactions of the Royal Society 
of Tropical Medicine and Hygiene, expressed the opinion 
that the disease I described was the ‘‘ pellagra fruste ’’ 
of French writers. 

The object of this letter is to draw attention to a 
syndrome’ definitely associated with A-avitaminosis, 
which, although being increasingly recognized in the 
Tropics, is apparently little known in England. In con- 
clusion I should mention failure or dimness of vision as 


most frequently found in school children and pregnant 
women, but fortunately easily curable if diagnosed jn 
time.—I am, etc., 


Wembley, July 24th. E. J. Wricut, M.R.C.S., D.T.M. 


Cyanide Poisoning: Rasputin’s Death 

Sir,—Regarding the recent correspondence on Rasputin 
and potassium cyanide, I should like to point out that 
this is a most unstable substance. It is usually a mixture 
of cyanide and cyanate—also carbonate. When exposed 
to air it deliquesces, smells of hydrocyanic acid and 
ammonia, the former being produced from the cyanide 
and the latter from the cyanate by the action of water: 

(1) KCN +-H,;O = KOH + HCN 
(2) KCNO + 2H,O = NH, + KHCO, 

It is therefore most probable Rasputin was given a 
mixture of potassium hydroxide and carbonate, neither 
of which is likely to cause immediate death, and _ not 
potassium cyanide at all.—I am, etc., 

Catford, $.E., July 28th. F. P. Watton, B.Sc, 


Tuberculin 


Sir,—Those who evolve the policy that determines 
the fate of the hundreds of thousands of victims of tuber- 
culosis in the poorer classes should be ready to adopt any 
method of treatment that has been proved by logical 


method to be of real value. We must not bow to . 


authorities whose reputations are at stake. Dr. Bardswell 
and Dr. J. D. Macfie must fight for their stereotyped 
ideas upon sanatorium treatment, even though this system 
can never greatly help the poor. 

It is certainly true that for the moment artificial 
pneumothorax et hoc genus omne have given the sana- 
torium system a fresh lease of life. But even granting the 
value of surgical expedients in resting the areas heavily 
attacked by tubercle bacilli, so far as the industrial 
population is concerned sanatorium treatment and surgical 
expedients are both costly and limited in their scope. 
True statistics will prove that sanatorium treatment can 
never greatly help more than 10 per cent. of the sufferers 
in the industrial classes, while surgical measures cannot 
help even this proportion of sufferers. What becomes of 
the remaining 75 to 80 per cent. of victims? That is the 
phase of the problem which bas always interested me. 
Neither Dr. Bardswell nor Dr. Macfie offers any solution 
to this aspect of the problem. My solution has never 
been studied seriously. Dr. Macfie tells us he has used it 
‘“ extensively ’’ ‘‘ by carrying about four or five different 
tuberculins to the dispensaries and sanatoria under his 
charge.’’ What he did with these tuberculins we do not 
know. Has he produced any evidence on this ambulatory 
method? Certainly if Dr. Mactie followed Dr. Bardswell’s 
system of using tuberculin he was doomed to fail. 

Long ago I laid down the conditions upon which an 
investigation into the value of any method of treating 
tuberculosis by scientific or other methods should be 
based. After-examinations in five years are indispensable. 
Recently, in my book Tuberculin, its Vindication by 
Technique, I proved that in the specific treatment of 
tuberculous diseases of the eye, which can be controlled 
directly by naked-eye examinations, assisted by instru- 
ments, large doses were necessary—often both exotoxins 
and endotoxins—to ensure arrest of the disease for any 
length of time. Dr. Bardswell was afraid to use large 


doses, and he failed. I feel justified in concluding that 


Dr. J. D. Macfie also failed for similar reasons. I am 
bold enough to say that the evidence in my last book 


one of the most baffling symptoms in this disorder—one { justifies me in asking for a commission of inquiry, com- 
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sed of men who can give a right value to evidence such ‘“ Needs ’’ are conveniently divided into: (1) food ; 


as I have to give.—I am, etc., 
W. Camac WILKINSON, M.D., F.R.C.P. 
London, W.1, July 28th. 


** This correspondence seems to have reached a stage 
at which it cannot profitably be continued.—Ep., B.M.J. 


Traffic Control by Light Signals 


Sir,—I could agree w:th Dr. W. W. King Brown 
(July 21st, p. 141) that a longer warning to stop than 
that given by the yellow light would not be necessary 
if one were not liable to prosecution for accidentally 
making a crossing after the yellow light has suddenly 
appeared ahead. One is entirely at the mercy of the 
opinion of the police officer who sees the incident. As 
regards his rather satirical remarks on the subject of 
control of the car, the word ‘‘ control ’’ can only be used 
relatively. No car doing 30 m.p.h. is under control if 
some unexpected object such as a dog or human being 
leaps in front of it. However, one must assume that 
your correspondent never drives at such high speeds! 
By the phrase ‘‘ bring the car under control "’ I meant, 
of course, such degree of control that it can be stopped 
within a few feet without stamping on the brakes. 

My remarks on the need for more warnng to stop 
were intended particularly to apply to fast main roads 
such as the Great West Road. In the b‘g towns, where 
traffic moves generally more slowly, the need for such 
preliminary warning is not great. Suffice it to say that 
large numbers of drivers have endorsed my view that 
more warning to stop than that given by the present 
amber light is not only desirable, but vitally necessary. 
If Dr. King Brown ever should misjudge a yellow lI'ght 
and be summoned for it, he may change his view!—I 
am, etc., 


London, S.E., July 21st. Guy Bousrie_p, M.D.Lond. 


Unemployment Assistance: Determination 
of Needs 


Sir,—We understand that under the new Unemploy- 
ment Act a very large number of the unemployed and 
their families will come to depend partly or entirely for 
their support upon the allowances granted by the Un- 
employment Assistance Board. Our experience as physio- 
log:sts and members of the medical profession leads us to 
believe that there will be grave danger of widespread 
physical deterioration, especially among the growing 
generation, if a considerable section of the population, 
obliged for reasons beyond its control to depend for 
maintenance on public funds, is unable to purchase 
sufficient food and other necessaries for healthy existence. 

We therefore welcome the provision made in the Act 
that the allowance granted to an applicant ‘“‘ shall be 
determined by reference to his needs, including the needs 
of any members of the household . . . who are dependent 
upon him.’’ The definition of ‘‘ needs’’ is necessarily 
left to the Board to determine ; it is stated, however, 
that it is the function of the Board to promote the 
welfare of the unemployed and ‘‘ to provide for the re- 
establishment of such persons with a view to their be‘ng 
in all respects fit for entry or return to regular employ- 
ment.’’ We suggest that a standard of needs which will 
fulfil the intention of the Act can only properly be arrived 
at in consultation with medical and other expert opin‘on 
qualified to estimate the minimum requirements of healthy 
living and the cost of satisfying them for famil‘es of 
various sizes, 


(2) rent; (3) fuel; (4) clothing ; (5) light, cleansing 
materials, and sundries. With regard to food, scientific 
knowledge has now reached the point where it is possible 
to determine fairly accurately the minimum _ necessary 
to maintain health and working capacity. The findings 
of the recent Joint Conference representative of the 
British Medical Association and the Ministry of Health 
Committees on Nutrition on the constituents of a physio- 
logically desirable dietary, and the work of the B.M.A. 
Committee on specimen minimum diets, can no doubt 
be used as a basis for estimating the minimum expenditure 
necessary. 

With regard to other needs further investigation might 
have to be undertaken before a satisfactory standardiza- 
tion could be agreed upon. An adequate expenditure on 
food will only be secured if some margin is allowed for 
the small conventional necessities of civilized life. A 
scientifically determined scale such as we have in mind 
would obviously have to be adjusted to changes in the 
cost of living from place to place and from time to time. 
—We are, etc., 

G. C. M. M‘GonlicLe. 
McNEIL. 

V. H. Morrram. 

J. B. Orr. 


CHARLES PORTER. 
HuMPHRY ROLLESTON. 


E. Buzzarb. 
Sruart J. CowELL. 
J. B. S. Harpane. 
Lesiie Harris. 

F. G. Hopkins. 

J C. G. LepINGHAM. 


Obituarp 


THE LATE MR. CHARLES HEATH 


Mr. H. Norman Barnett (Bath) writes: Charles Heath 
was the man who first attacked the stronghold of the old- 
fashioned so-called radical mastoid operation. His method 
of doing so may not have been always wise, but it is open 
to question, if he had pursued gentle flank movements 
instead of direct assault, if he would have been listened 
to, or if the citadel would have fallen as it undoubtediy 
has to-day, giving place to the conservative procedure in 
this region of surgery. To Heath is due, originally, the 
honour of having shown that mastoid disease may be 
cured without the destruction of the hearing apparatus of 
the middle ear, and his position in this regard should be 
very fully realized and appreciated. One side of Heath’s 
character that does not seem to have been generally 
appreciated is that he was really shy, and was often hurt 
by the lack of sympathetic understanding shown to him. 
As an example of this I may state that he went to the 
International Congress at Copenhagen with a manuscript 
prepared to submit to that Congress, but he was so 
obsessed by the likelihood of the lack of an appreciative 
hearing that he came straight back to London without 
having spoken. There is arising a new generation of aural 
surgeons who imagine that conservatism in dealing with 
mastoid disease has been evolved in their own fertile 
brains, while there is at least one Central European 
otologist who has had the temerity to label a proceeding 
exactly similar to Heath’s with his own name. Charles 
Heath received no titular distinction, although one was 
offered to him in connexion with his work on hygienic 
footwear for the soldier. This he refused, though he 
would have welcomed such recognition of his scientific 
work as an otologist. A great man has passed away from 
the ranks of aural surgeons, and it is only fitting that we 
should recognize and acknowledge the importance of his 
work. 


Mr. Witt1am Foster Cross, who died on July 14th, 
was born in 1873, within the precincts of St. Bartholo- 
mew’s Hospital, of which his father, William Henry 
Cross, was Clerk for nearly forty years. He naturally 


received his medical education at that famous school, 
and obtained the diplomas M.R.C.S., L.R.C.P. in 1896. 
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After a year as house-physician at Bart’s he went as | Brownlee in 1897. In 1922, with Dr. Gerald Leighton, he 
resident medical officer to the Tottenham Hospital. By | investigated the celebrated epidemic of food poisoning at 


this time his interest in anaesthetics was already marked, 
and by persevering work and thoughtful inquiry he built 
up for himself a high reputation. both as an administrator 
of anaesthetics and as a teacher.’ After a long period as 
resident anaesthetist at Bart’s he was appointed a member 
of the visiting staff of the hospital,-in succession to Edgar 
Willett in 1905, and became senior administrator of anaes- 
thetics on the resignation of Richard Gill in 1916. Many 
a student learned first from him the wisdom of reason- 
able caution as well as of bold measures, and he added 
much to the value of the discussions in the Section of 
Anaesthetics of the Royal Society of Medicine. A man of 
kindly and attractive personality, he will long be remem- 
bered with affection by former colleagues and pupils. 
Many an anecdote of his training survives to recall his 
strongly held opinions, as well as his readiness to accept 
new advances when these had proved themselves. After 
many years of loyal and devoted service to St. Barthoio- 
mew’s Hospital, he retired with the well-earned distinc- 
tion of being appointed consulting anaesthetist. He had 
latterly been living near Falmouth, and his death at the 
relatively early age of 61 is widely regretted. Mr. Cross 
was president of the Abernethian Society in 1895, and 
took the chair at its centenary meeting, held on May Ist 
of that vear, when Sir James Paget was present and 
Sir Norman Moore gave an address. 


Dr. Dante JOHN Francis O’FLANAGAN, who died on 
July 16th at his residence in Gower Street, London, after 
a long illness, was a man of broad sympathies and wide 
experience as a general practitioner. Born in Sacramento, 
he was educated in California and at Dublin University. 
In 1919 he obtained the diplomas L.R.C.P.I., L.R.C.S.L., 
and the L.M. of the Rotunda Hospital. He held appoint- 
ments as house-surgeon at the North Ormesby Hospital at 
Middlesbrough, the Grimsby and District Hospital, and 
the Burton-on-Trent General Infirmary. He then started 
general practice at Middlesbrough, and became greatly 
esteemed, holding various posts in connexion with assur- 
ance companies, as well as being medical officer and 
public vaccinator to two districts and on the staff of the 
Middlesbrough Public Assistance Committee. Three years 
ago Dr. O’Flanagan decided to remove to London, where 
he had already begun to build up a large and successful 
practice. Increasing illness, however, handicapped his 
work, despite his active nature, and his death at the 
age of 46 removes a keen-witted and able practitioner 
who had made for himself a wide circle of friends. He 
was interred at St. Pancras Catholic Cemetery on July 
19th. He had been a member of the British Medical 
Association since qualification. 


The death took place at Newbury on July 16th of 
Dr. FreperIcK DirrMar, who, until the beginning of the 
present year, was Medical Inspector in the Department of 
Health for Scotland. Dr. Dittmar graduated M.A. at 
Glasgow University in 1889, and M.B., C.M. in 1893, 
proceeding to his M.D. with commendation in 1896. After 
a period of study in Vienna, he became medical officer of 
health at Scarborough, and later took up the post of 
assistant M.O.H. for Glasgow, and assistant medical officer 
in H.M. Prison, Glasgow. Shortly afterwards he was ap- 
pointed Medical Officer to the Local Government Board, 
and when the functions of that Board were widened, he 
became successively Medical Officer to the Scottish Board 
of Heaith and to the Department of Health for Scotland. 
Dr. Dittmar took the Cambridge D.P.H. in 1901, and in 
1914 he joined the Royal College of Physicians of Edin- 
burgh as a member, becoming a Fellow in 1918. He was 
the author of numerous works dealing with public health 
subjects, including Report of Meat Inspection (1907) ; 
Incidence of Enteric Fever in Scottish Burghs over 20,000 
Inhabitants (1911) ; Administrative Control of Pulmonary 
Tuberculosis in Glasgow, which was published in ccllabora- 
tion with Drs. T. F. Dewar and E. M. McVail; and 


Administrative Treatment of Undefined Cases Certified as 
Scarlet Fever, published “in collaboration with Dr. J. 


Loch Maree, in which, for the first time in Scotland, he 
identified the B. botulinus as the cause of the deaths, 


With ‘the death of Dr. HENDERSON GrtrFItHs 
of Deganwy on July 13th there passed one who wag 
held in high esteem general affection as a 
general practitioner. Born in> 1867, he was a medical 
student in Liverpool, obtaining in 1891 the -diplomas 
M.R.C.S., L.R.C.P. After holding the posts of resident 
medical officer to the Parish Infirmary, Liverpool, and 
house-surgeon to the Wallasey Dispensary he started 
general practice some forty years ago in Deganwy, then 
a small hamlet at the mouth of the Conway. — His 
practice steadily increased as the local community grew 
in size, and many a Welsh and English family learned 
to rely on his skill and welcome his friendship. Dr, 
Grifliths’s interests were wide. He was a _ keen tennis 
player, and enjoyed other forms of sports. He was a 
zealous Freemason, rendered loyal service to his Church, 
and was a strong Conservative. On the day of his death 
he was seeing patients in the morning, and a sudden heart 
attack in the evening brought his life to a close. He had 
been a member of the British Medical Association since 


' 1897. He leaves a widow, a daughter, and a son. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 
The E. G. Fearnsides Scholarship, value £100, for the 
encouragement of clinical research in organic diseases of ‘the 
nervous system, has been awarded to John Bishop Harman, 
M.A., B:Chir., F.R.C.S:, of St. John’s College. 


UNIVERSITY OF LONDON 


The following candidates have been approved at the exam- 
inations indicated: 

M.D.—Branch I (Medicine): H. G. Anderson, W. FE. K. Colts, 
T. A. Ll. Davies, S. N. Evans, A. Garland, J. C. Heather,’ L. He 
Howells, K. D. Keele, A. Kennedy, F. P. L. Lander, L. G. Normatt 
(Uiniversity Medal), *E. Renbom, T. S. Stone, F. W. Ta’Bois, 
M. R. Thomas, F. W. Willway, A. L. Wingfield. Branch II 
(Pathology) : Dorothy Woodman. Branch IV (Midwifery and 
Diseases of Women) ; Marion J. Cunning, KX. M. Masani. Branch V 
(Hygiene) ;: R. C. Cohen, D. D. Payne, G. E. B. Payne. 

Acapemic Post-Grapuate Dieproma IN Mepical RaproLoGy.— 
W. M. Hewetson, P. Hogan, S. R. G. Pimm, A. M. Vlok. 

* Awarded a mark of distinction. 


Lonpon ScHooL OF HYGIENE AND TROPICAL MEDICINE 
AcADEMIC Post-GraDUATE Diptoma IN C. 
Baker, D. N. Chakravarti, S. C. Ghosal, G. P. Gladstone, V. Glass, 
P. P. Grigg, Betty C. Hobbs, G. W. Rea, F. C. Storrs. 
Sr. THomas’s Hospita MepicaL SCHOOL 


The following scholarships have been awarded: Entrance 
Science Scholarships : First, J. A. S. Green (Clifton College) ; 


second, C. B. B. Downman (City of London School). 
Entrance Scholarship in Arts: J. P. Irwin (Stonyhurst 


College). 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


A quarterly meeting of the Royal College of Physicians of 
Edinburgh was held on July 17th, with the President, Dr. 
Edwin Bramwell, in the chair. 

Dr. David Rhys Lewis (Swansea) was introduced, and took 
his seat as a Fellow of the College. Dr. John Ronald Currie 
(Glasgow) and Dr. Alastair Graham Cruickshank (Edinburgh) 
were elected Fellows. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


At a meeting of the College, held on July 25th, Dr. A. H. H. 


Sinclair, President, was in the chair. a 

The following, having passed the requisite examinations, 
were admitted Fellows: 

G. H. Cashmore, J. R. Crumbie, P. N. Cutner, H. L. N. Davies, 
A. Duff, R. W. Graham-Campbell, B. R. Hallows, R. A. H. 
Krynauw, C. McKellar, N. Pencharz, G. W. Pottinger, S. C. 
Sinha, C. F. Sullivan, A. Track, D. C. Trainor, A, van der Poel, 
A. Watt, R. J. W. Withers, A. G. Young. 
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ROYAL AUSTRALASIAN COLLEGE OF SURGEONS 


The eighth annual general meeting of the College will be held 
in Melbourne, beginning on March 4th, 1935. On that after- 
noon the building of the College will be declared open by 
the President of the Royal College of Surgeons of England, Sir 
Holburt Waring. In the evening, at the Wilson Hall, Univer- 
sity of Melbourne, the third George Adlington Syme Oration 
will be delivered by Professor F. Woocd-Jones. During the 
remaining part of the week operative demonstrations will be 
iven at the Melbourne, Alfred, St. Vincent’s, and Children’s 
Hospitals. Surgical papers will be delivered by Dr. D. C. 
Balfour of the Mayo Clinic, Dr. Dean Lewis of Johns Hopkins 
Hospital, Professor C. F. Saint of Capetown, Sir D’Arcy 
Power of London, and Sir William I. de Courcy Wheeler. 


BRITISH COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 

At the quarterly meeting of the Council, held on July 24th 
in the College House, with the President, Dr. J. S. Fairbairn, 
in the chair, Dr. Fairbairn was re-elected President, and Dr. 
H. Russell Andrews and Dr. Bethel Solomons were elected 
Vice-Presidents. The following officers were also re-elected : 
honorary treasurer, Mr. Eardley Holand ; honorary secretary, 
Professor W. Fletcher Shaw ; hcnorary appeal treasurer, Sir 
Comyns Berkeley ; honorary librarian, Dr. A. E. Giles ; 
honorary assistant librarian, Mr. F. Roques. Miss Louisa 
Martindale, M.D., B.S., F.C.O.G., was co-opted a member of 
Council. 

The following were elected members of the College: 
Nicholas Attygalle (Ceylon), John Nicholas Chesterman (Sydney), 
Arthur lVrederick Clift (London), T. F. Corkill (New Zealand), 
David William Currie (Leeds), Morgan David Arwyvn’ Evans 
(Cardiff), William Dawson Galloway (Holmfirth), Frieda Ruth 
Heighway (Sydney), Russell Norfolk Howard (Melbourne), Robert 
James Kellar (Edinburgh), Marjorie Jean Lyon (Svdney), John 
Harold Peel (London), Jack Polonsky (South Africa), Arthur 
Lloyd Potter (Liverpool), John Lelean Scholes (Melbourne), Percy 
Norman Leonard Seager (Dublin), Nora  Proctor-Sims (India), 
Thomas Francis Todd (Preston), Rufus Clifford Phouas (Porthcaw)), 


Charles Henry Walsh (Liverpool), Charles Alexander Whitfield 
(Aldershot), Bryan Williams (London), James Smith Young 
(Glasgow). 


The following were formally admitted by the President to 
the Fellowship of the College: Andrew Moynihan Clave (Leeds), 
John Ellison (London) ; and to the Membership: Charles 
Granville Chapman (Grimsby), Calvett Mertin Gwillim 
(London), Gladys Hill (London). 

The following were admitted in 
Fellows, H. C. E. Donovan (Melbourne), Edward Rowden 
White (Melbourne) ; Foundation Member, William Irving 
(New Zealand) ; Member, Agnes Marshall Cowan (Manchuria). 

The draft scheme for an investigation into analgesics 
suitable for use by midwives was passed, and instructions 
given that arrangements should be made for the immediate 
initiation of the investigation. 


absentia: Foundation 


“SOCIETY OF APOTHECARIES OF LONDON 


The following candidates have passed in the subjects indi- 
cated: : 
Surcery.-—F. G. S. Alderson, G. W. Bender, J. T. Boocock, 
J. A. McClintock, A. J. McGuire, H. J. Ripka, F. W. Treadwell. 
Mepicine —-P. G. S. Alderson, J. A. Amor, S. M. Sabet. 
Forensic Mepicine.—T. D. R. Aubrey, J. W. D. Bull, W. C. 
Campbell, D. S. G. Genge, S. Klein, J. E. T. Munn, S. M. Sabet. 
Mipwirery.—T. D. R. Aubrey, J. W. D. Bull, G. W. Bender, 
C. C. Joannides, S. J. Navin, J. C. Paterson, J. F. L. Walley. 


The diploma of the Society has been granted to G. W. 
Bender, S. Klein, A. J. McGuire, and H. J. Ripka. 


CONJOINT BOARD IN SCOTLAND 


The following candidates have been approved at the exam- 
Ination indicated : 


Finat Proressronat Examrnation.—Ida Hirschmann, S. 
Eleonore Bergmann, J. Plesch, KE. Zuckermann, H. Woebner, 
E. Lucas, S. K. Westmann, F. Jacobsohn, C. H. Rothschild, 
C. C. Becker, M. Gutstein, H. Fuld, W. Auerbach, W. Kupfermann, 
E. K. Ledermann, F. J. Neuwahl, K. Samson, P. Kahn, P. Nathan, 
E. Marx, Martha Turk, A. Lechner, O. Hartog, Sally Rummelsburg, 
A. Altmann, E. Gostvnski, M. S. Khan, F. Ewer, J. L. S. Steele- 
Perkins, A. S. W. Buchanan, R. H. Hunt, C. W. A. de Silva, 
= Jungmann, R. Hamburger, Mathilde Rothschild, Jessie R. Bruce, 


Ry Thorner, J. F. Macgregor, L. C. Goldwater, H. Fleming, 


Hertz, 


Hauff, F. A. Paul, L. H. Becker. 


Medical Notes in Parliament 
[FROM OUR PARLIAMENTARY CORRESPONDENT] 


Parliament is now in recess until October 30th, when 
the House of Lords and House of Commons will 
reassemble. 

In the House of Lords, on July 25th, the Road Traffic 
Bill was read the third time. On July 26th the House 
of Commons approved, after discussion, all the amend- 
ments made by the House of Lords to the Bill. The 
Royal Assent was given on July 3ist. 

On July 24th the Shops Bill was returned to the House 
of Lords from the House of Commons, with amendments 
agreed to. The Bill received the Royal Assent on 
July 25th. Other Bills receiving the Royal Assent were 
the Ministry of Health Provisional Order Confirmation 
(South Middlesex and Richmond Joint Hospital District) 
Bill, and the Ministry of Health Provisional Order Con- 
firmation (Weymouth and Portland Joint Hospital 
District) Bill on July 25th, and the Milk Bill and the 
Poor Law (Scotland) Bill on July 31st. 

In the House of Commons on July 26th the return of 
licences showing the number of experiments on living 
animals performed during 1933, which was ordered by the 
House on June 20th, was presented. 

The Parliamentary Medical Committee met on July 25th 
and reviewed the work of the session. 


Importance of Town Planning 


In the House of Commons, on July 26th, on the vote for 
the Ministry of Health, Sir Percy Harris opened a discussion 
on town planning. Sir Francts FREMANTLE said that houses 
were growing up, generally, in a way that was a disgrace to 
the present age. Housing was going on at a great pace, and 
the pace would be increased, especially in the areas that wanted 
planning more than anything else—that was in the case of areas 
of slum clearance and overcrowding. Town planning required 
to come first and housing afterwards. Planning was sticking 
unnecessarily. In planning there was very great difficulty in 
visualizing the future. Sir Francis asked the Minister whether 
there was not now an opportunity for him to advise local 
authorities that it was in their power to plan only super- 
ficially and provisionally for the most part where areas were 
still purely rural, and to leave it open for a supplementary 
scheme to be introduced at a later date. He believed it was 
possible to work the Town Planning Act in that spirit, putting 
emphasis on the fact that they must lay down their plan in 
advance for the main development, and for the minor develop- 
ment to be left over for the time being. It was essential to 
plan for the immense movement of population. About 100,000 
persons were being moved out of London every year, and 
were settling down in different areas round London. So far 
as possible that movement should be associated with the 
re-siting of factories. The movement of factories must be 
allowed, largely, to decide itself, and the planning of housing 
and the other requirements of civilization ought to be around 
the factory, which should be the nucleus. We had made a 
mistake in trying to see where residences should go and 
letting factories take their own line. 

Sir Hirton Youne said that at present, when housing was 
advancing at a rate unexampled in the past, and when the 
towns were spreading so rapidly into the country, there was 
special requirement for greater foresight and attention to our 
planning activities. Sir Francis Fremantle had produced the 
impression, perhaps unintentionally, that town planning was 
sticking. He cordially agreed that the rate of progress, both 
of the organization of the work and of its actual achievement, 
was not all that could be desired, but the House ought not 
to receive the impression that no advance was being made. 
Ten years ago the number of authorities engaged in the active 
preparation of schemes was 218 ; to-day it was 803. In ten 
years the number of acres covered by town-planning schemes 
had increased from 1,200,000 to 12,000,000. To increase the 
efficiency of planning work it was necessary to ratioralize 
and widen the executive areas over which planning could be 
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administered. For that reason the Government’s policy had 
always been directed towards the promotion of regional plan- 
ning committees, wherever they were required and could be 
instituted. Wisdom and progress would be obtained by pro- 
moting reasonable co-operation between local authorities, and 
not by arbitrarily overriding them. It was an encouraging 
figure for the future that in ten years we had increased the 
number of executive committees that actually controlled the 
work from one to seventy-five. The discussion closed. 


Bathing Pools and Diphtheria 


Replying, on July 30th, to Mr. Hales, Mr. SHAKESPEARE 
said that only one case of diphtheria was notified in the 
Campden Rural District during the last four months. In his 
annual report the medical officer of health reported that 
twenty-one cases occurred in 1933, most of them at the 
Chipping Campden Grammar School. The Minister of Health 
had no information that the outbreak was attributed to 
infection from bathing, and he was not aware that the causal 
organism of diphtheria had ever been found in water. The 
Public Health Act, 1875, gave the local authority, or any of 
its officers, a right of entry to any premises for the purpose 
of ascertaining whether any nuisance existed, and the Minister 
did not think it would be good policy that detailed inspection 
of swimming pools should be carried out by officers of the 
central authority. The Minister intended to call attention to 
the powers of local authorities in his next annual report, which 
would shortly be issued. 


Medical Education on Industrial Diseases 


On the motion for the adjournment for the summer recess, 
on July 31st, a debate took place on factory conditions, 
initiated by Mr. Rhys Davies. Sir F. FREMANTLE said there 
was no question but that an improvement in the health of 
persons engaged in factories and workshops depended not 
only on the inspectorate, but much more on the individual 
work of certifying surgeons, and still more on the relations, 
which were not yet properly established, between the factories 
and workshops and the schools. The child entering at an 
early stage on an industrial career in factory or workshop 
should be properly directed and guided. There should be 
co-operation between the health side of the Home Office and 
the Board of Education in this matter. It was clear that a 
large number of people were careless and disregarded certain 
risks, and that there was necessity for educating individual 
workers, especially the younger ones, in protecting them- 
selves against accident. Attention should be directed to a 
necessary change in medical education. Ordinary medical 
education was conducted in the hospitals by men engaged 
in the treatment of individual disease. Therefore, very little 
provision was made to teach the ordinary budding doctor in 
regard to prevention, and especially in regard to methods of 
dealing with industrial disease and conditions in factories. 

Captain CROOKSHANK suggested that during the recess 
members might get in touch with employers and workpeople, 
and bring remarks on the question of accidents contained in 
the report of the Chief Inspector of Factories to their notice. 
These things were largely a matter of education. The point 
which struck one in the report was the almost incredible 
number of avoidable accidents. The increase of accidents, 
however, must not be taken as any indication of failure on 
the part of a hard-working department of the Home Office. 


Liquid Eggs Importation.—Sir H1rton Younc told Colonel 
Ackland-Troyte, on July 19th, that he had no information 
to show that the United States of America or any other 
countries prohibited the importation of liquid eggs on grounds 
of health. Liquid eggs imported into this country and in- 
tended for food must be free from preservatives and fit for 
human consumption, and, subject to these conditions, he was 
unaware of any reason for prohibiting their importation on 
grounds of health. Precautions were taken to ensure that 


liquid eggs were fit for human consumption. 

Encephalitis following Vaccination.—Sir H1Lton Younc told 
Mr. Groves, on July 26th, that his attention had been called 
to the death of an 18-year-old boy from encephalitis, resulting 
from vaccination performed as a condition of employment with 


the Gas Light and Coke Company. The opinion had already 
been expressed, in circulars issued by his Department, that 
it was not generally expedient to press for the vaccination of 
children of school age, or of adolescents who had not pre- 
viously been vaccinated, unless they had been in personal 
contact with a case of small-pox, or directly exposed to small. 
pox infection. 


Vaccination and Admission to Day Nurseries——In reply to 
Mr. Groves, on July 26th, Sir Hirton Youna stated he was 
unaware that certain day nurseries refused to admit un. 
vaccinated infants, some of whom had been legally exempted 
from vaccination by the statutory declaration of their parents, 
This was a matter within the discretion of the authorities of 
the day nursery, and he could not undertake to intervene. 


Harmful Effects of Exhaust Fumes.—Mr. Hore-Bextsua told 
Mr. Albery, on July 30th, that the question of the harmful 
effects suffered in crowded thoroughfares as a result of the 
exhaust fumes of motor vehicles came under the consideration 
of a Home Office Departmental Committee a year ago. Its 
report did not suggest that there was any such evidence of 
injury being caused by exhaust fumes to the health of drivers 
and conductors or of persons using the highway as would 
justify legislative action. The examiners appointed under the 
Road Traffic Act, 1930, and the Road and Rail Traffic Act, 
1933, however, were required to look for defects in exhaust 
pipes in the public service vehicles and goods vehicles which 
they examined. 


L.C.C. and Treatment for Tuberculosis.—Sir F, FREMANTLE, 
on July 30th, asked the Minister of Health if he had con- 
sidered the representations from the Standing Joint Committee 
of the metropolitan borough councils in reference to the pro- 
posals of the London County Council to provide institutional 
treatment for all tuberculous persons at the expense of the 
ratepayers, without regard to the circumstances of their 
patients, who had hitherto been assessed for contributions 
according to their means. Mr. SHAKESPEARE said that the 
Minister of Health did not find that he had received any such 
representations as were mentioned in the question. 


Military and Civil Hospitals.—Major Tryon, on July 30th, 
informed Sir Wilfrid Sugden that the policy of the Ministry 
of Pensions was to make use of civil hospitals so far as 
possible consistently with the interests of the Ministry's 
patients, but there were certain types of war disability, as, 
for example, nervous and mental disorder, epilepsy, para- 
plegia, and certain types of surgical case, for which either 
ordinary civil institutions did not provide or which could be 
more suitably dealt with in specialized Ministry institutions. 
No change was contemplated in this policy, which would 
continue to be pursued so long as the interests of the patients 
demanded it. The number of cases (not including pensioners 
certified as of unsound mind in public mental hospitals) 
admitted as in-patients to military hospitals, including Queea 
Mary’s Hospital, Roehampton, in 1931 was 7,501 ; in 1932, 
6,264; and in 1933, 5,790. The number of similar cases 
admitted to voluntary hospitals and general civil hospitals 
in 1931 was 3,478 ; in 1932, 2,541 ; and in 1933, 1,966. 


Medical Inspection in Board of Control Institutions.—On 
July 31st Dr. O’Donovan asked the Minister of Health if his 
attention had been drawn to remarks by the Recorder of the 
City of London concerning a woman detained at Epsom under 
Subsection (1) of Section 11 of the Mental Deficiency Act. 
Sir Hitron Youna said that these remarks appeared to have 
been based upon inadequate information. Apart from the 
periodical statutory review to which the Recorder referred, 
mental defectives in institutions were under the constant ob- 
servation of the medical staff. Suitable cases were frequently 
given leave of absence to test their fitness for discharge, and 
the Board of Control could discharge any patient at any time. 
The question whether special inquiries should be instituted 
into the need of amendment of the Act with regard to the 
frequency of medical inspections did not therefore arise. 


Compensation for Silicosis—On the motion for the adjou 
ment of the House of Commons, on July 30th, Mr. D. 
GRENFELL raised the question of compensation for silicosis. 
Captain CRooKsHANK said that the Home Secretary had now 
completed his review of the proposal submitted to him for the 
amendment of the silicosis compensation scheme for coal 
mines. The main fact which emerged was that he recognized 
that limitation of the scheme to particular underground pro 
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cesses gave rise to serious difficulties. He proposed, therefore, 
to extend the scheme so as to bring underground employment 
jn coal mines generally within its scope. 

Rural Water Supplies. —Sir Hitton Younea told Lord Scone, 
on July 26th, that the total estimated capital cost of schemes 
submitted for the £1,000,000 grant for improving rural water 
supplies was £2,040,000. . 


Food Poisoning in Lincolnshire.—Mr. SHAKESPEARE stated, 
on July 24th, that the Minister of Health has received reports 
from the district and county medical officers of health that 
about thirty persons in the Welton rural district of Lincoln- 
shire have been affected by food poisoning, but that all have 
recovered. The cause of the outbreak has not been estab- 
lished, but some pickled meat is suspected. 


Medical News 


The Royal College of Physicians of London will be 
closed for clean’‘ng on Saturday, August 4th, and will 
reopen on Monday, September 17th 


The next lecture-demonstration arranged by the Fellow- 
ship of Medicine and Post-Graduate Medical Association 
(1, Wimpole Street, W.) will be given at 11, Chandos 
Street, W., on August 14th, at 2.30 p.m., on hysteria ; 
no lecture on August 7th. On August IIth, at 3 p.m., 
at the National Temperance Hospital, there will be a 
demonstration on chest cases. A short course on fractures 
will be given at St. George-in-the-East Hospital every 
afternoon from August 13th to 17th, at 2.30 p.m. The 
panel of teachers offers daily instruction in various 
branches of mecicine and surgery. 


The ninth Italian Congress of Hygiene will be held at 
Bari from September 30th to October 4th, under the 
presidency of Dr. Alberto Botti. 


A conference on health education and propaganda, to 
which members of Cheshire local authorities, other 
statutory bodies, and voluntary organizations were in- 
vited, was held at Chester on July 18th. Mr. George 
Wright, president of the National Association of Insurance 
Committees and chairman of the Cheshire Insurance Com- 
mittee, occupied the chair. A provisional joint committee, 
of which Mr. Wright is chairman, has been formed, and 
a draft scheme drawn up for the constitution of a Cheshire 
Joint Committee for Health Education and Propaganda. 
The object of the scheme generally is to give effect to the 
powers and duties of the Insurance Committee and local 
authorities under the National Health Insurance Act, 
1924, and the Public Health Act, 1925. Dr. Ian Mackay, 
county medical officer of health, spoke on ‘‘ Public Health 
—Historical, Present Services in Cheshire, and Possible 
Developments,’’ and briefly outlined the development of 
ublic health work. The publicity problem of the day, 
e said, was to persuade the public to take full advantage 
of the health services. Mr. F. F. Potter, director of 
education for Cheshire, discussed education in relation to 
health, hygiene, and well-being. Dr. J. W. Lobban 
(Chester) said his authority felt that health propaganda 
should be carried on to a great extent under the medical 
officer of health. The city council would be favourably 
disposed towards the scheme provided certain smail 
matters could be adjusted. 


The London County Council has issued an official state- 
ment on the dictaries of resident officers in hospitals and 
mstitutions. It appears from this that publicity has 
been given to a resolution passed at a ‘‘ mass meeting "’ 
of officers of the Council’s hospitals and institutions, held 
under the auspices of the National Union of County 
Officers at the Memorial Hall, May 16th. The resolution 
protested emphatically ‘‘ against the system of rationing 
enforced upon resident officers,’’ and the grounds upon 
Which the protest was made included the statement 

that generally the quality of the food supplied appears 
to be of the lowest possible standard.’’ The resolution 
having been communicated to the L.C.C. by the National 
Union of County Officers, representatives of the union 
Were invited to visit the Council's stores from which food 


is supplied to the various hospitals and institutions, to 
inspect the supplies, and to see the general system and 
method in operation. This invitation was accepted, and 
the general secretary (Mr. G. Vincent Evans) and Mrs. 
B. M. Drapper visited the Council's. stores at Peckham 
Rye on July 9th, inspected the whole of the premises and 
goods therein, and made a report. As the result,.a com- 
munication, dated July 17th, was sent to the Council by 
the union, enclosing a copy of the report and _ stating 
that the union desired to withdraw completely from its 
submissions to the Council any question as to the quality 
of food as purchased by, and issued from, the supplies 
department, and expressing regret that any such reference 
was made. 


The new Kent and Sussex Hospital at Tunbridge Wells 
was opened on July 25th by the Marchioness Camden, 
wife of the president. Built at a cost of £180,000, it 
replaces the amalgamated Tunbridge Wells and Counties 
General Hospital, which was established in 1828, and the 
Tunbridge Wells Eye and Ear Hospital, founded in 1878. 


At the Manchester Assizes on July 20th Dr. John 
Tryweryn Lloyd, formerly of Liverpool, was sentenced 
by Mr. Justice Atkinson to twelve months’ imprisonment 
in the second division on a charge of having broken 
recognizances entered into at the Liverpool Assizes last 
April when he had been found guilty of libelling and 
assaulting Mr. R. M. Williams, a local relieving officer. 
On that occasion Mr. Justice du Parcq bound Dr. Lloyd 
over indefinitely. It was stated on July 20th that since 
then he had again libelled and assaulted Williams. Mr. 
O. G. Morris, who prosecuted, said that the relieving 
officer caused Dr. Lloyd’s removal to hospital on suspicion 
of being of unsound mind. 

The issue of the Deutsche medizinische Wochenschrift 
for July 20th is devoted to the proceedings of the fourth 
international radiological congress recently held in Zurich. 

Mr. Henry Kimpton announces for early publication a 
new and revised edition of Professor William Boyd's 
Textbook of Pathology. 


TRAFFIC IN WOMEN AND CHILDREN 


A conference on ‘‘ White Slave Traffic in the East ’’ was 
held on July 25th at the London School of Hygiene and 
Tropical Medicine under the auspices of the joint standing 
committee of the British Social Hygiene Council and the 
Conference of British Missionary Societies. The Earl of Lytton 
presided at one session and Sir Cecil Clementi, late Governor 
of the Straits Settlements, at the other. The objects of this 
preliminary conference were to consider means for making 
effective the conference proposed to be held by the League of 
Nations (probably in Singapore) by increasing interest in the 
subject among non-official organizations in the East, so that 
co-operation between Governments and non-official organiza- 
tions in combating the traffic in women might be made easier. 
Support for these objects was given from the High Commis- 
sioner for India, from representatives of the Chinese and 
Japanese Legations, the Dutch East Indies, the League of 
Nations, and by the Bishop of Singapore, prominent members 
of Protestant and Catholic missions in the East, and the 
Salvation Army. The Colonial, Home, and War Office Depart- 
ments of the Government were also represented. Notice was 
taken of the general movement in the East, as well as in 
Europe, for the elimination of the tolerated-brothel system, 
and it was stated that medical authorities had very largely 
ceased to believe in the effectiveness of this system in pre- 
venting disease and in assisting in the maintenance of the 
health of the community. Abolition of regulation and tolera- 
tion and the setting up of free and efficient V.D. treatment 
centres, available for the whole community, were now believed 
to be the line of progress on the medical and health side, so 
that there is no longer any serious conflict between the moral 
and the medical outlook on the matter. A number of resolu- 
tions were carried strongly supporting further action by the 
League of Nations and by the various Eastern Governments, 
with a view to securing inter-governmental action, which at 
present was the main hindrance to the elimination of the 
traffic in women and children. 
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Letters, Notes, and Answers 


All communications in regard to editorial business should be addressed 


to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 
Square, W.C.1. 


CRIGINAL ARTICLES and LETTERS forwarded for publication 


are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 
their names, not necessarily for publication. 


Authors desiring REPRINTS of their articles published in the British 


Medical Journal must communicate with the Financial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, W.C.1, on receipt of proofs. Authors over-seas 
should indicate on MSS. if reprints are required, as proofs are 
not sent abroad. 


AH communications with reference to ADVERTISEMENTS, as well 


as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 


The TELEPHONE NUMBER of the British Medical Association 


and the British Medical Journal is EUSTON 2111 (internal 
exchange, four lines). 


The TELEGRAPHIC ADDRESSES are: 


EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL SECRETARY, Medisecra Westcent, London. 


The address of the Irish Office of the British Medical Association is 


18, Kildare Street, Dublin (telegrams: Bacillus, Dublin; tele- 
phone: 62550 Dublin), and ot the Scottish Office, 7, Drumsheugh 
Gardens, Edinburgh (telegcams: Associate, Edinburgh ; telephone: 
24361 Edinburgh). 


QUERIES AND ANSWERS 


Excessive Weight in Childhood 


“A BC” writes: A girl, 11 years old, weighs 11 st., and is 


4 ft. 11 in. in height. Do cases like this tend to lose 
excessive weight at puberty? She is active in mind and 
body. I should be glad of any suggestions for treatment 
from your readers. 


Nail-biting 


““M.B.Ep.’’ asks for suggestions in the treatment of nail- 


biting in an intelligent girl of 11, the daughter of highly 
educated and sensible parents. The girl is otherwise quite 
normal, and is apparently fit in every way, but is a 
little highly strung temperamentally. 


Over-smoking 


“F.C. R.’’ (Sussex) would be glad to know of any way 


of stopping excessive cigarette smoking in a man of 34. 
The man has been a heavy smoker all his life, and has 
repeatedly tried to cut it down both for reasons of economy 
as well as for the symptoms produced. 


Insect Bite Causing Gangrene of Finger 


Dr. Epwarp C. B. Ipotson (Jersey) sends the following addi- 


tional note (see Journal, June 23rd, p. 1152): Dry gangrene 
on the back of the terminal phalanx spread down to the 
bone, and I had to amputate the phalanx on July 17th. 
Whatever the insect was, the patient states it to have been 
very small and hard to remove, but that the bite caused 
much pain. He applied tincture of iodine only. The bite 
was on June 10th. A groove of dry, black gangrene was 
present when he came first on June 13th. 


Book Wanted and Found 


Within a few hours of the publication of our last issue, with 


its request from ‘‘W. G. R.’’ for Sutherland’s Dispensing 
Made Easy, we received by hand a copy from a reader in 
London. Since then medical men living as widely apart 
as Staines, Alloa, Liss, Royston, Folkestone, Brockenhurst, 
and Hawick have written to say that they can let our 
correspondent have copies of the book. 


Income Tax 
Depreciation of Sun-ray Apparatus 
T. D. R.’’ has claimed an allowance of 20 per cent. of the 
cost (£65) of a sun-ray apparatus, but the inspector of 
taxes will agree to 5 per cent. only. 

** So far as our knowledge goes 10 per cent. is the usual 
rate allowed. Electrical appliances are undoubtedly subject 
to heavy depreciation, and 5 per cent. is definitely in- 
adequate. 


Request for Audit of Accounts 


““E. R.”’ is a partner in a firm whose annual accounts are 
prepared on a model furnished by a London firm of 
accountants, and have hitherto been accepted for income 
tax purposes without question. A request has now been 
made for the accounts to be audited. 

** It is, of course, fairly common for a firm’s accounts 
to be prepared annually by a qualified accountant, but it 
is most unusual for a request of the sort mentioned to be 
made where there are no special circumstances. Profes. 
sional accounts are so much simpler to keep and to sum. 
marize than business accounts that the usual possibilities 
for error are comparatively small. We suggest that ‘‘ E, R.” 
should see his local inspector of taxes, point out to him 
the unusual nature of the request, and ask for what reason 
the certificate of the partner who prepares the account js 
considered inadequate. 


LETTERS, NOTES, ETC. 


Epsom College Founder's Day 


Favoured by fine weather, and attended by over 1,500 guests, 
Founder’s Day was celebrated at Epsom College on Satur. 
day last, July 28th, when the new president, Lord Lever- 
hulme, presented the prizes. Proceedings opened at 11 
o’clock with the second day of the Past and Present cricket 
match, which (for the first time for over ten years) was won 
easily by the Old Boys, who had no fewer than seven former 
school captains in their side. Service was held in chapel 
at noon. After lunch spectators were treated to a well- 
varied and effective open-air assault-at-arms, and this was 
followed by the prize-giving in Big School. The head 
master, in his speech of welcome to Lord Leverhulme, 
referred to a satisfactory year’s progress, which had been 
rounded off by a striking improvement in examination 
results. He enumerated the additions made to the school 
buildings during the year, and announced that the council 
had decided to put up a block of new class rooms, ablution 
rooms, and changing rooms on the site of the present old 
chemistry block. If the school could shortly get some 
squash courts, there should then be no need for further 
building for many years. The head master also announced 
that a representative of the Ministry of Health had spent 
a week of the summer term at Epsom College investigating 
the diet and muscular reactions of the boys, and he felt 
sure the data, when collated, would be interesting and of 
good purpose both to the Ministry and to the school. Lord 
Leverhulme, after presenting the prizes, in the course of 
an interesting and witty speech emphasized the necessity 
of encouraging a boy to follow his bent. In the evening 
the school choral and orchestral societies gave a perform- 
ance of H.M.S. Pinafore. 


High Therapeutics 


Mr. J. D. P. Granam (Glasgow) writes: Those practitioners 
who pride themselves on keeping up to date in their 
therapeutic methods may care to add the following pro- 
cedure to their technique. A lady infant health visitor 
in the city here was concerned to learn that a certain 
child among her charges was suffering from bronchitis. 
She therefore made haste to pay a visit and inquire after 
the invalid. The weather was extremely hot. The mother 
seemed unduly reluctant to allow of the visitor’s looking 
at the youngster, but finally her excuses were overcome, 
when the lady approached and was shocked to discover 
a ghastly smell as of putrefaction coming from the region 
of the child. Further investigation revealed a large piece 
of fat applied to the unfortunate child’s chest. Un- 
ashamedly the mother explained that a piece of chicken 
fat tied on the ‘‘ affected part ’’ was a sovereign specific 
for all coughs, though in hot weather it had its dis- 
advantages. 


Vacancies 


Notifications of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospitals, 
will be found at pages 35, 36, 37, 38, 39, 42, and 
43 of our advertisement columns, and advertisements as to 
partnerships, assistantships, and locumtenencies at pages 
40 and 41. 

A short summary of vacant posts notified in the advertise 
ment columns appears in the Supplement at page 112. 
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